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SUVREN IN BRAIN-INJURED CHILDREN 


Nrets L. Low, M.D., aNnp Gartu G. Myers, M.D. 
SaLtt Lake Crry, UTau 


CHILD’S brain may be damaged 
by a variety of factors before 
birth, during the birth process, or in 
The 


such damage may affect any of the 


early postnatal life. results of 
major functions of the brain, singly or 
in combination. The major functional 
spheres affected are: motor function 
(in that ease, the term “cerebral palsy” 
is frequently used); reasoning and 
learning ability (in these children, the 
term ‘‘mental retardation’’ is appli- 
eable) ; the special senses (mainly hear- 
ing and vision); action and behavior; 
and the presence of seizures. 

In this report, we are mainly inter- 
children whose actions and 
behavior are significantly different 
from those of others, presumably be- 
cause of organic brain damage. In ad- 
dition to the changes in personality 
and behavior, they may or may not 
have various forms of cerebral palsy, 
may or may retarded, have 
visual or auditory disturbances, or be 
subject to seizures. As a group, these 
children are characterized by emotional 
instability, lack of inhibition, impul- 
sive actions, restlessness, and general 
They are “erratic, 


ested in 


not be 


hyperactivity.’ ™ 


From the Department of Pediatrics, Uni- 


versity of Utah College of Medicine, and the 
Utah State Department of Health. 





uncoordinated, uneontrolled, uninhib- 
ited, 


The concept of the psychopathology, 


1 (b) 


and socially unaecepted.’ 
as well as testing and edueational tech- 
niques, has been formulated by Strauss 
and his collaborators." ? 
Chemotherapy.—Attempts to affect 
these overactive children favorably 
with general 


medication have in 


been unrewarding. The barbiturates 
usually are not helpful; in fact, they 
the 
Amphetamine, 


frequently aggravate restlessness 
and lack of inhibition. 
strangely enough, has been found effee- 
tive in some cases.*~ 

Tranquilizing medicines have thera- 
peutie value not only in emotional 
problems of children® but also in brain- 
injured children, regardless of the level 
of intelligence or the presence or ab- 
senee of seizures. Tranquilizers, like 
chlorpromazine, Rauwolfia compounds, 
and meprobamate,* 
the attention span and facilitate man- 
agement. Unfortunately, the percent- 
age of beneficial responses is not high 
and the results are not constant. 
Nevertheless, the recent advances in 
the chemotherapy of diseases of the 
psyche and the central nervous system 
offer the hope that drugs more effective 


5, 7 seem to inerease 








2°60 


in the treatment of brain-damaged chil- 
fortheoming. We 
determine 


have 
the 


dren will be 


been on the alert to 
possible efficacy of new drugs in this 
field, especially those with purported 
different modes of action and pharma- 
effects. 
that came to our attention was Suvren 


cologie One of these drugs 
(captodiamine)* which we feel merits 
reporting because of the potential it 
has shown. 

Pharmacoloqgy.—Noting the sedative 
effect of diphenhydramine, Weidmann 


and Petersen’ altered the moleeule to 
develop and enhance this property. 
Among the 35 chemicals tested in 


animals, para-butyl-mereaptobenzhy- 
dryl-beta-dimethyl-aminoethyl sulfide 
hydrochloride (eaptodiamine) was se- 
leeted for clinical 
it effected significant sedation without 
hypnosis, had the least toxicity, and 


evaluation beeause 


possessed as well musculotropie spas- 
molytie properties.” Because of these 
pharmacologie effeets Suvren seemed 
to us suitable for clinical investigation 
in brain-injured ehildren. Further- 
more, Bakwin and Bakwin’® have re- 
ported that diphenhydramine itself can 
be a “valuable therapeutic aid” in the 
treatment of these patients. 

on its elinical ae- 


Several papers 


tion’? have been published, and 


are in press or in 
'* These reports deal primarily 
with and 


Besides sedation, investigators have ob- 


others prepara- 
tion."* 
neurotie psychotic adults. 
served a mild stimulating action on 
depressed and melancholie patients" 
and a “loosening up” or antirepressant 
effect in schizophrenics.*° 
Clientele—The 40 children 
were outpatients of the Department of 


treated 





*Kindly supplied by Dr. Louis Parrish, 
Ayverst Laboratories, New York City. Mar- 
keted in- Europe as “Covatin.” 
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Pediatries of the University of Utah 
at the Salt Lake County General Hos- 
pital (private and clinic), the Chil- 
dren's Health Center of the Utah State 
Health Department, and inpatients at 
the Utah State Training School. All 
met the eriteria of Strauss' of “brain- 
injured” and fit into the svndrome re- 
cently deseribed by Laufer and Den- 


hoff, Milman,*! and Bender.** The 
patients varied in age from 2 to 40 
years; all but 5 were under 15. There 


were 23 males and 17 females. 
Method.—Forty patients were given 
Suvren in an attempt to make them 
more manageable and to decrease their 
impulsive actions, restlessness, and hy- 
Children 
were usually started on 50 mg. twice 
per day; older patients, three times per 


peractivity. under 6 years 


day. In many instances it was neces- 
sary to increase the dosage to 250 mg. 
Almost 


at this 


daily to get the desired effect. 


all children receive 250 


meg. 


time. Higher dosages were not used in 
this group but should be tried in 


No attempt at running 
controls with placebos was made. 
Results. 
having a “positive” 
there was a striking improvement in 
their they could be 
more easily controlled, and their atten- 


future studies. 


Patients were classified as 
response when 


behavior, when 


tion span was prolonged. In some of 
these children the value of the medica- 
tion was clearly demonstrated by re- 
lapses when therapy was temporarily 
interrupted. The response to Suvren 
was ealled “negative” when the desired 
was 


improvement did not occur or 


The evaluation was based 


equivocal, 
on reports by parents, teachers, institu- 
tional attendants, and physical thera- 
pists as well as those of the authors. 
Twenty-three patients had a positive 
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response; 17 showed no or questionable 
improvement. There did not appear to 
between response 


be any correlation 


and sex. Improvement was 
usually evident within 2 to 5 days on 
an adequate dosage. Children who did 
not respond favorably were maintained 


weeks to 3 


age or 


on Suvren for from 2 
months before being classified as nega- 
tive and the medication was then dis- 
continued. Some patients have been 
treated for months with no signs of be- 
coming tolerant or refractory to the 
medication. 

Of the 23 children who had a posi- 
tive response, 7 had been tried unsue- 
cessfully on one to five other tranquil- 
izers before Suvren was started. In 
the remaining 16 patients it was the 
first medication offered. Seven of the 
children in the negative group had 
four different 
with 


one to 


amphetamines 


been tried on 
tranquilizers or 
poor results before Suvren was given. 

The following case history typifies 
had a positive re- 


the patient who 


sponse : 


S. W., a 3-year-old girl, had con- 
genital right spastic hemiplegia, a his- 
tory of three convulsions, and slight 
mental retardation. The seizures had 
been controlled with Dilantin, 150 mg., 
and phenobarbital, 50 mg. daily. (This 
was continued during the Suvren 
study.) Physical therapy had been 
preseribed but could not be carried out 
beeause the child would run around 
the room wildly, turn over, throw 
around loose objects, and disturb other 
children in the program. Her atten- 
tion span was too short to permit her 
to sit still for passive exercises or to 
listen to instruction. In the doctor’s 
office on each visit she would throw 
herself on the floor or try to open the 
door while screaming. 

One week after receiving 150 mg. of 
Suvren daily, she elected to sit on the 
examiner’s lap, was quiet and affec- 
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tionate, and cooperated with the thera- 
pist. The mother is now able to do 
her housework and enjoy her home life 
without having to watch and restrain 
her daughter continuously. The child 
falls asleep without struggle soon after 
being put to bed but does not sleep 
more hours than before. She is alert 
and active on awaking in the morning. 


Toxicity and Side Effects.— 
to date has not been demonstrated to 


Suvren 


be toxie or to produce significant un- 
effects. 


counts and urinalyses have been done 


toward side Complete blood 
in most cases while the patients were 
A slight or moder- 
the total 
count without apparent infection was 


receiving Suvren. 


ate inerease in leukoeyte 


found on one or more occasions in 3 
children, and one child had 7 and 8 
per cent eosinophils, respectively, on 
two examinations. No explanation for 
these mild changes is known, and they 
may not be related to the administra- 
tion of the drug. No abnormal urinary 
findings were noted. 

Two brothers whom we attempted to 
include in this series could not be 
started on Suvren because they refused 
to swallow the coated pills, which taste 
bitter when chewed. One other boy 
not counted in this 
vomited each time he took the medica- 
tion. 


who is report 
Lethargy, undue sleepiness, and 
grogginess were not encountered. No 
patient developed ataxia, nystagmus, 
or other neurologic findings while on 
Suvren; nor was there any evidence 
that previously present abnormal neu- 
rological were ameliorated. 
There was no indication that Suvren 


signs 


affected seizures either favorably or 
unfavorably. No rashes or other forms 


of sensitization were noted, even in the 
children who received interrupted 
treatment. 





THE JOURNAL OF PEDIATRICS 


DISCUSSION 
The results reported here indicate 
that Suvren is a useful medication in 


the symptomatic treatment of overac- 


tive, brain-injured children. In the 
series of 40 patients, 23 children who 


were inattentive, hyperactive, and de- 
structive became amenable to manage- 
many of 


and instruction. In 


these the response was dramatic, espe- 


ment 


cially in those who had failed to re- 
spond to all previous chemotherapy. 
The reason for Suvren’s efficacy in 
these patients is not elear. Its re- 
ported combination of sedative, stimu- 
lating, and “loosening up” effects may 
provide an explanation. It is impossi- 
ble to say at this time why Suvren was 
effective in and not in 


some cases 


others. Perhaps, in the future, more 
specific recommendations as to the se- 
lection of eases can be made. 

It is true that this effect of stabiliza- 
tion, when achieved, does not solve all 
problems, but the reduction of hyper- 
activity and inerease in attention span 
eases the physical and emotional bur- 
We 
do not think that Suvren, tranquilizers, 


den on the family or attendants. 
or amphetamines truly inerease the 
.Q., but 


often makes the patient more amenable 


amelioration of symptoms 
to constructive play and formal eduea- 
tion. 

A principal advantage of Suvren 
seems to be its safety, especially the 
absense of a hypnotie effect. The use- 
ful response is not due to sedation and 
drowsiness but to the reduction in over- 
activity per se without apparent de- 
pression and without affecting the men- 
tal alertness of the patient. 
and 
brain-injured children are so great and 


Because 


the medical social problems of 


Suvren appears so promising in the 


easing of their difficulties, we have pre- 
sented our experience and want to en- 
courage other investigators to use this 


medication in the same syndrome. 


SUMMARY 

Forty hyperkinetic children with 
patterns of organic brain damage were 
treated with a new type of “mental 


drug,” Suvren. Dosage varied from 


100 to 250 mg. daily for periods of 3 
tc 17 months. Twenty-three patients 
showed striking improvement in action 
and behavior. 

No significant toxie reactions or un- 
toward side effects were demonstrated. 

Our results indicate that Suvren is 
a safe and useful chemotherapeutic 
agent in the treatment of hyperactive 
children with brain damage. 
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Asiatic Variety? 


About the close of the month of July, 1851, an 


epidemic grippe appeared, and suddenly attacked the whole population of Lima, and was 


fatal, particularly to old people, in consequence of grave pneumonias which were developed in 


its course, 


The first cases were observed from the middle to the twenty-four of July, and 


extended rapidly and simultaneously to all the inhabitants of this city, so that, during the 


height of the epidemic, the streets were deserted for ten or fifteen days. 


REPORTED IN THE GAcCETA MeEpICA bE LIMA, 
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15, 1858. 














THE DIAGNOSIS OF ASTHMA IN INFANCY 


Wituiam P. Burrum, M.D.* 
PROVIDENCE, R. I. 


T IS not unusual to see a baby who 

wheezes repeatedly with respiratory 
infections. Some of these have no 
other signs of allergy, and, after study, 
no signs of any other condition which 
might cause the wheezing are found. 
The questions then come up: Is this 
asthma? Should we treat him as if it 
is? The diseussion of this problem is 
the purpose of this paper. 

I should like to review some of the 
characteristics of asthma in infaney as 
seen in a study of my private patients. 
Seventy-nine patients with recurrent 


wheezing, seen before the age of 2 
years, have been followed for more 


than two vears. The records of these 
eases are not a fair sampling of those 
usually seen by a physician. During 
the first part of this period only the 
more severe cases were listed as asthma 
the reeords of the 
were lost. During the last ten years 
I have also recorded the milder eases, 
but at this time the patients referred 
were doubtless more seriously affected 
asthma. 


and milder ones 


than the average baby with 
Only seratech tests were made on most 
of these patients, and the intracuta- 
that done are not 


used in this report. 


neous tests were 
Two deaths occurred among patients 
seen during this period. One patient 
was seen only three times, and four 
later I had the report of 
the cause of death 
A 10-month-old baby who had 


vears her 


death ; was not 


clear. 


*Address 122 


Waterman St 


wheezing with respiratory infections, 
but no other signs of allergy, also 
died, apparently from an acute febrile 
disease. I did not see him in his 
terminal illness, but the autopsy was 
reported as showing bronchitis with 
some inerease in eosinophils in_ the 
exudate around the bronchioles. 

Cystie fibrosis of the pancreas was 
found in one patient. This patient one 
year later developed a strongly positive 
test to ragweed, and was worse during 
the ragweed season. This patient evi- 
dently has both fibrosis of the pan- 
creas and asthma. 

It was possible to demonstrate the 
allergie state in one group of 52 babies. 
Twenty-seven of these at some period 
showed atopic dermatitis, 34 had 
strongly positive scratch tests, 7 had 
obvious clinical response to exposure 
to some allergen, and 2 patients had 
many eosinophils in the nasal smear. 
These clearly suffered from 
asthma. 

The second group was composed of 
17 patients. These had no definite 
signs of the allergic state, but had 
suggestive signs, or what might be 
-alled cireumstantial evidenee. Thir- 
teen of these had respiratory allergy 
in their immediate family, parents or 
Four others showed at least 


babies 


siblings. 
a 6 per cent eosinophilia in the blood. 

Ten formed the third 
group, and in these, except for recur- 


patients 


rent wheezing, there were no signs of 


allergy. Asthma seems the logical 
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diagnosis, partly because the character 
and oceurrence of the wheezing give 
the impression of the disease, and 
partly because treatment on the basis 
of allergy was effective. These babies 
with mild wheezing attacks and no 
other signs of allergy seemed to have 
the disease in a mild form and under 
treatment did very well. 

It is interesting to compare the re- 
sults in the three groups. Of the first 


group, the 52 with demonstrable al- 
lergies, 31 (60 per cent) have had 


some wheezing during the last vear of 
This is not quite as bad 
as it sounds, as I believe that all are 
living comparatively normal lives, 
carrying on at school or work. How- 
ever, only 40 per cent of these patients 
are completely well. Of the 
group of 17, with only circumstantial 
evidence of the allergie state, 12 (or 
70 per cent) were entirely well for 
the last vear. Of the third group of 
10 with no signs of the allergic state, 
8 (80 per cent) were entirely well. 
Statistics on such small numbers are 
hardly worth recording, but these 
figures at least do not contradict the 
idea that wheezing babies with no 
other signs of allergy have a milder 
form of asthma. 


observation. 


second 


It is also evident that the more 
marked the evidences of allergy, the 
worse the prognosis. Eighteen pa- 


tients who had eezema gave definite 
positive seratch tests. Of these, 13 
(72 per cent) are still sick, at least to 
the extent of doing some wheezing 
during the last vear of observation. 
Nineteen babies had a scratch test 
strongly positive to egg and, of these 
19, all but 2 had some wheezing dur- 
ing the last year. 

The records of the 6 most difficult 


eases in this series were studied. 
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These patients now average 21 years 
of age, the youngest is 11 and the old- 
est 33. I found that these difficult-to- 
treat patients all had eezema and they 
all had 


strong reaction to egg when first stud- 


positive tests including a 

ied in infaney. 
The number of 

tends to inerease with advancing age. 


positive skin tests 


Of the patients with negative or doubt- 
ful scratch tests, about half of those 
who were retested a vear later showed 
definite positives. These latter 
were usually positive to inhalants. 


tests 


A much more striking change was 
shown in the patients who originally 
With 
these almost invariably the food-posi- 
with 


showed positive tests to foods. 
tests diminished successive 
the inhalant-positive tests 
appeared and increased. These pa- 
tients who react to foods appear to be 
better reactors, which probably repre- 
sents a greater susceptibility to sensi- 
tization. In general, the patients with 
many positive tests, and with strongly 
positive tests, have more severe symp- 


tive 


tests and 


toms. 

It has been stated that, in general, 
asthma in the beginning shows itself 
in attacks, with complete clearing in 
the intervals. This is not true in in- 
faney. Almost half of my patients be- 
gan with what was apparently a re- 
spiratory infection, and then wheezed 
continuously for a period from one to 
several months. This is true in both 
the group with proved allergies and 
the group without any proved aller- 
gies. 

The important problem to be de- 
cided is the nature of the illness in 
babies with wheezing in 
whom no other pathologie condition 
“an be found and in whom there are 


recurrent 
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no demonstrable allergies. In favor 
of the diagnosis of asthma are the fol- 
lowing points: 

1. The general symptomatology in 
babies with demonstrable allergies and 
in those without known allergies is 
the same, except that in the latter 
the eases tend to be milder. 

2. The babies with at first no signs 
of allergy other than the wheezing not 
infrequently develop other signs while 
under observation. It is not unusual 
to have a baby improve when in the 
hospital and become worse on return 
to his home, presumably because of 
environmental allergies. 

3. Allergy treatment, including con- 
trol of environment and the injection 
of vaccines, in most of these doubtful 


eases is strikingly successful. 


SUMMARY 


characteristies of 


Tl 
rhe 


Some of the 
asthma in infaney are reviewed. 
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asthma commonly oceur 


and in 


attacks of 
with respiratory infections, 
many babies occur only with sueh in- 
feetions. 

More than half of these babies with 
recurrent wheezing did not have defi- 


nitely positive seratch tests. 


The babies with positive scratch 
tests and those with eezema usually 
had a more severe form of asthma 


than the others and the prognosis was 
Also, the 
signs of allergy, as shown by the num- 


poorer. more marked the 
ber and degree of the positive tests 
and as shown by the severity of the 
the the 
asthma was likely to be. 


eczema, more intractable 
at- 
tacks of wheezing without other signs 
suffered from 


The babies who had recurrent 


of allergy probably 
asthma of a lesser degree of severity 
in which the allergies were not readily 
demonstrable. 


On Prescribing 


* Venturesome observes Dr. Hooker, ‘‘is captivating, especially to the 
young and enthusiastie practitioner; and the charm is enhanced by the occasional brilliant 
achievements attended. Many of 


apparent, being erroneously attributed to the remedies, when they are really the result of 


medication, *” 


with which it is these achievements, however, are only 
nature's efforts, and have been effected, perhaps, in spite of the agencies to which the credit 
is given. While the bold practitioner has this brilliant but often false show of success, 
the better results of the practice of the cautious physician commonly make but little display; 
yet, when he does attempt to produce decisive effects by his remedies, so definite is his aim, 
that the result may be caleulated upon almost with certainty. 


’’ 


From A PrizE ESSAY BY WORTHINGTON Hooker, M.D., 
NEw HAVEN. 


PUBLISHED, Boston, 1857. 











WIDENED ROENTGENOGRAPHIC MEDIASTINAL SHADOW 


(THYMUS 


?) AND ALLERGY IN CHILDHOOD 


JEROME GLASER, M.D., Rocuestrer, N. Y., JosepH L. Aponte, M.D.,* San Juan, 
Puerto Rico, ANp Percy Barsky, M.D., Winnipec, MANrToBa, CANADA 


HE study of the general charae- 

teristics of the allergic infant and 
child is important, because, if it is 
suspected that allergic disease is likely 
to develop, appropriate prophylactic 
measures may be instituted.6 Wald- 
bott and Anthony" in 1934 reported 
that in 30 children in roent- 


genograms had shown what was diag- 


whom 
nosed as an ‘‘enlarged thymus,’’ a 
follow-up study revealed that 24 were 
afflicted with an allergic disease and 
in 4 more such a diagnosis was ques- 
tionable. Later the same year, Tum- 
peer® also made the observation that 
widened 


roentgen evidence of a 


mediastinal shadow, presumably in 
most instances indicating an enlarged 
thymus gland, occurred with signifi- 
cant frequency in children in associa- 
tion with allergic disease. However, 
he presented no statistical analysis of 
his series. Waldbott and Anthony" 
and Waldbott'® attention to 
similarities in the pathological find- 
ings between infants dying of ana- 
phylactie shock and infants reported 
to have died because of an ‘‘enlarged 
thymus. This that so- 
salled ‘‘thymie death’’ is actually 
death from anaphylactic shoek. Carr® 
in 1945, in eases of so-called ‘‘thymie 


drew 


ee suggested 


From the Department of Pediatrics of the 
University of Rochester School of Medicine 
and Dentistry and the Pediatric Services of 
Genesee Hospital and the Strong Memorial- 
er Municipal Hospitals, Rochester, 


*Fellow in Pediatric Allergy. 
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death,’’ noted the type of 


anatomical and cytological abnormali- 


Same 


ties as those previously deseribed by 
these authors. In view of the 
going, it was felt that, if an unusually 
mediastinal shadow on the 
roentgenogram could be interpreted 


fore- 
broad 


as suggestive evidence that one was 
dealing with an allergic child or a 
child likely to develop allergies, at 
least one small facet might be added 
to the weight of 
whether or not any given infant or 


evidence as to 


young child might eventually develop 
allergic disease. The opportunity for 
making such a study presented itself 
when Simpson and associates’ began 
to investigate the late effeets with 
respect to neoplastic disease in those 
infants who had 
treatment in early infaney for what 
was thought to be a large thymus 


received roentgen 


gland. 

It is important to remember that 
the great majority of children re- 
ported upon by Simpson and associ- 
ates were diagnosed as suffering from 
thymie hyperplasia a number of years 
ago when sudden death 
in early infaney of which the cause 
not immediately 
attributed to asphyxia caused by an 
enlarged thymus gland. Probably 
the most complete study of this sub- 
ject is that of Crotti.© The signs and 
symptoms which led one to examine 
the thymus roentgenographically were 


almost any 


was obvious was 
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principally unusual respiratory ab- 


normalities such as variations in the 
rhythm of respiration, stridors, ¢yano- 


sis, choking, or any other form of 
dyspnea. Physicians and the lay 
public alike were very much con- 
cerned with this problem, and, in 


some hospitals, all newborn infants 
were routinely subjected to roentgen 
study for a large thymus gland and 
some physicians demanded this be- 
fore eleetive surgery in children. 
The that 
the thymus gland may be 
with sudden death has always been 


many 


concept enlargement of 


associated 
received with skepticism by 
students of this subject, but the report 
of the Status Lymphaticus Investiga- 
tion 1931 delivered 
the first really powerful blow to this 
concept. This coneluded 
that there was no real evidence that 


Committee’ in 


Committee 


the thymus gland was responsible for 
oceasional sudden death. This opin- 


ion is generally accepted at the pres- 


ent time. It is not the purpose of 
this communication to diseuss_ this 
subject further. Those interested are 


referred to the observations by 
Caffey “ and the comprehensive studies 
and reviews by Adelson and Kinney' 
and others.* The pendulum in 
medicine, however, often swings from 
one extreme to the other until ineon 
trovertible faets are finally established. 
Until it that 


angioedema gland 


definitely shown 
of the 


resulting in death because of pressure 


IS 


thymus 


the trachea or the vaseular strue- 


on 
tures at the base of the heart never 
oeeurs, we feel that an open mind 


should be kept with regard to this pos- 
sibility, even though it may be one of 
the most rare oeeurrenees in medicine. 

Our material, which was gathered 
in the course of the study by Simpson 
614 


consists of 


associates, 


and new- 
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born or very young infants in whom 
the diagnosis of thymie hyperplasia 
had been made by the roentgenogram. 
These cases were taken serially from 
files made available by radiologists 
pediatricians of the 
New York. The members 


of this group were treated by x-ray 


and city of 


Rochester, 


from two to twenty-seven years prior 
to 1953. of the 
untreated siblings, and the group as 


The eontrols consist 


a whole may be considered representa- 
tive of the heterogenous population 
of a northern metropolitan American 
city. 

The to the 
present health of these patients and 


information relating 


their untreated sibling controls was 
obtained largely from a questionnaire 
sent to the parents. When possible, 
the information was supplemented by 
hospital records. It was realized that 
the questionnaire method of follow- 
up has many pitfalls, so only three 
simple questions were asked. These 
concerned whether or not the patient 
had 
bronchial asthma, hay fever, or ee- 
zema. No additional questions rela- 
tive to other possible allergic phe- 
other family history of 


or a_ sibling ever developed 


nomena or 
were posed, and the conelu- 


the 


allergy 


sions were based on answers to 
the questionnaire. 
The cases are summarized in Table 


I. Of the 614 children who had been 


TABLE I 


NUMBER | PER CEN 


Total patients treated for 614 
‘*thymie enlargement’’ 
Patients who subse 173 28.2 


quently developed al 
lergic disease 
Total siblings of patients 1,287 
with ‘‘thymie enlarge 
ment’? 
Number of _ siblings 
who developed al 


lergic disease 


106 8.2 
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treated for what was diagnosed as 
an enlarged thymus gland, the follow- 
173, or 28.2 
per cent, were later afflicted with one 
of the above-mentioned major allergic 
diseases. In the control group of 1,287 


up study showed that 


siblings, only 8.2 per cent developed 


such allergic diseases. 


COMMENT 


It seems fair to state, even though 


in most instances there were no 
roentgenograms in the sibling con- 
trol series, that children who show 


broad mediastinal shadows roentgeno- 
graphically, with or without symp- 
toms, which were formerly attributed 
to an enlarged thymus gland, develop 
allergic significantly 
frequently than children who either 
do not show such a shadow or have 
had no such symptoms. This brings 
up the intriguing possibility that 
symptoms formerly attributed to the 
presence of an enlarged thymus gland 


disease more 


may in faet, in many instances, have 
been early symptoms of allergie dis- 
This might, since the symptoms 
are respiratory in nature, be 
firmed by the finding of eosinophils 
in the postnasal smear or by the 
therapeutie trial of antiallergie meas- 
ures such as the use of sympathomi- 
metie drugs, antihistamines, elimina- 
tion diets, environmental control, ete. 
The so-called enlargement of the thy- 
mus gland may, also, in the allergic or 
potentially allergic child, be merely a 
part of the general lymphoid hyper- 


ease. 
eon- 


plasia, which characteristically oceurs 

in many allergic children, particularly 

as regards the tonsils and adenoids. 
CONCLUSIONS 


The presence of an unusually broad 
mediastinal shadow presumably due 
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to the presence of an enlarged thymus 
gland or the presence of respiratory 
symptoms which could conceivably 
be attributed to the 
enlarged thymus gland is reasonable 
presumptive that 


child is more likely to develop sub- 


presence of an 


evidence such a 
sequent allergic disease than a child 


who does not present such findings. 
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GROUP SESSIONS FOR PARENTS OF CHILDREN WITH EPILEPSY 


Gaston J. Baus, M.D., L. LAVerGNe Letson, M.A., AND Epiru Russe.u, R.S.W. 


Los ANGELES, CALIF. 


HE need for a consistent and or- 


educational for 


parents of children with epilepsy has 
The 
children and parents seen by the psy- 
chologist in the Psychiatrie Clinic as a 
part the 
Clinie foeused attention upon this need. 


ganized program 


been recognized for some time. 


of the integrated service of 
The Jerry Price Seizure Clinie of the 
Los Angeles Childrens Hospital insti- 
tuted a program of orientation for par- 
ents of children with epilepsy by means 
of group sessions in March, 1955. This 
program is believed to be original and 
the first to be deseribed in this coun- 
the re- 
encouraging. We 
are reporting the outline of the ses- 


try. Its suecess and parent 


sponse have been 
sions in the hope that sueh a program, 
or similar group sessions, might be use- 
ful in other elinies. 

The primary aim of the group ses- 
sions is the correction of prejudice and 
misunderstanding, and the relief of 
tension in the parents of children with 
epilepsy, which is an important part 
of the over-all therapy. Prior to the 
institution of group sessions, this fune- 
tion was handled by the physician dur- 
ing the elinie visits. Epilepsy and the 


principles of its treatment were ex- 


plained. 
The social worker worked with some 
the the the 


physician and the psychologist. The 


of parents at request of 


Seizure Clinic and 
Childrens Hos- 
of South- 


From the Jerry Price 
the Department of Pediatrics 
pital, La Angeles, and University 
ern California School « Medicine. 


f 


o> 


psychologist’s role was limited to see- 
ing those parents referred to the Psy- 
chiatrie Clinie by the physician for 
emotional or intellectual evaluation. 
In some instances, this was followed 
by therapy sessions with the psycholo- 
gist. 

The frequency and consistency of 
questions and problems presented by 
the parents relative to the care of such 
children became apparent to the mem- 
bers of the clinic. The 
absence of serious emotional or intel- 
leetual disturbances in the child did 
not influence the parent’s primary con- 
eerns. Parents were noted to have 
concepts of a child’s illness clouded by 
misunderstanding after much 
two years’ attendance in the clinic. 
It was concluded that this phase of 
the medical care was obviously weak. 


presence or 


as as 


The suecess of group therapy in 
other fields encouraged us to feel that 
the technique might be applied to this 
problem. The concept of group ses- 
sions was suggested by the psycholo- 
gist who is a regular member of the 
Seizure Clinie staff. 

In order that epilepsy might remain 
the primary subject, it was elected to 
exclude those parents whose children 
had, in addition, cerebral palsy, blind- 
ness, severe hearing deficiency, dia- 
retardation, or 
It was felt that 
become 


betes, marked mental 
other gross disorders. 
the 


too complex if such additional eondi- 


group discussions would 


tions were brought up by the parents. 
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There is particular reason to avoid the 
suggested association of mental retar- 
dation and epilepsy to the parent of a 
child with average intelligence. 


OUTLINE OF GROUP SESSIONS 
After some experimentation, the fol- 
lowing procedure was adopted. Ex- 
eluding the parents of children with 
the above-mentioned additional prob- 
lems, the parents of all new patients 
to the Seizure Clinic are interviewed 
by the social worker after the first 
visit with the doctor. At this time 
the orientation course is outlined and 
the importance of regular attendance 
for the sake of continuity is empha- 
sized. Transportation, ‘‘sitter,’’ and 
working time problems may be in- 
volved. If these things can be ar- 
ranged, an appointment is made for the 
next available series of sessions. 

The course consists of five weekly 
meetings, lasting from one to one and 
one-half hours. Registration is limited 
so that the parents of no more than 
eight children participate. The at- 
mosphere is that of round-table dis- 
cussion with questions and interrup- 
tions welcomed. At the first two ses- 
sions, one of the elinie physicians, a 
pediatrician as well as an epileptolo- 
gist, speaks on the medical aspects of 
epilepsy. At the next two sessions, 
the psychologist discusses the manage- 
ment of the child, the emphasis being 
on the child rather than on epilepsy. 
The foeus of the last session is the 
relationship of the child within the 
total family group and the community, 
with the social worker leading the dis- 
eussion. The psychologist and the so- 
cial worker are present at all the ses- 
sions and have the opportunity to ob- 
serve those parents who may benefit 
from additional help on an individual 
basis. 
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To eneourage the thorough partici- 
pation of the parents, all distracting 
factors are eliminated. Observers are 
excluded, as are the children. It is 
desirable to keep the situation from re- 
verting to that of the elinie visit or 
lecture room. 

First and Second Sessions.—At the 
first two meetings of the group ses- 
sions, conducted by one of the clinic 
physicians, the primary purpose is to 
introduce the parent to the elinie and 
to give him reliable information econ- 
cerning epilepsy and its treatment. A 
brief deseription of epilepsy and its 
treatment is outlined. The diagnostic 
devices and techniques used in arriv- 
ing at this diagnosis are explained to 
the parents and their questions are an- 
The different kinds of 
zures, their frequency and duration 
are described. The principles of medi- 

and are 
these medications are not 


swered. sel- 


discussed. 
habit 
The 
parents are instructed in the eare of 
the child during convulsions. 


eation treatment 


That 


forming is emphasized especially. 


Parents are encouraged to ask ques- 
Recurring 
questions relative to specifie aspects 


tions whenever they desire. 


of epilepsy will indicate the need for 
further discussion of particular prob- 
lems. Typieal questions which indi- 
sate the primary concerns of parents 
To what extent should 
physical activity of the child be eur- 
tailed? Will the child die in a 
vulsion? Will he recover? 
hereditary? Will the convulsions 
sause heart damage? Will they lead 
to nervous or mental What 
adverse effects, if any, may be expected 
from the medication ? 


are as follows: 


con- 


Is epilepsy 


illness? 


In the informal discussions it is felt 
the parent obtains a clearer conception 


of the problem. Through accurate 
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specific knowledge he rids himself, to 
some extent, of prejudices and miscon- 
ceptions associated with epilepsy, and 
gets practical help in learning to care 
for the child. That he is able to share 
his problems with others in some meas- 
ure gives the parent support at an im- 
portant time, that is, when treatment 
of the child is being instituted and the 
parent is adjusting to the care of the 
child with this condition. The group 
sessions with the physician are essen- 
tially factual and informative. 

Third Fourth 
psychologist introduces a new phase 
in parent education and therapy in the 
third and fourth group sessions. Practi- 
eal and specific advice on management 
These 
sessions also serve as a screening de- 
vice for disturbed family situations 
that could be handled more effectively 
early in the patient contact with the 
elinie. 


and Sessions.—The 


problems are considered. two 


The parent is given the oppor- 
tunity to ventilate his feelings in the 
group sessions, and he is then encour- 
aged to examine them. 
support from other parents has a salu- 


Criticism or 
tary effect upon the parent. The psy- 
chologist structures these sessions ac- 
cording to the needs of the group. 
Two major concerns are consistently 
apparent in the sessions with the psy- 
chologist. Discipline is the primary 
problem of these parents. Parental 
and uneertainty are 
quently apparent relative to control 


insecurity fre- 
of the child’s behavior, especially when 
administration of discipline appears 
to precipitate a seizure. Discipline is 
The 
parent is encouraged to ask questions 
about his particular situation. He ean 


discussed in its general aspects. 


thus present his feelings and attitudes 
to the psychologist who, with the aid 
of the group, works at making him feel 
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more comfortable with the idea of dis 
cipline. He is made more aware ot 
feelings he may have which interfer 
with discipline. Attitudes are sub- 
ject to critical inspection and all mem- 
bers of the group are invited to partici- 
pate in this procedure. 

The second most important problem 
is behavior, normal and abnormal. 

-arents of children with epilepsy 
are sensitive to what they think might 
be a deviation from the normal. An at- 
tempt is made to point out reasons for 
a child’s behavior other than the fact 
that he has seizures. The object is to 
allow the parent to accept the idea of 
individual behavior as a rational part 
of the growth process in every child, 
ineluding his own. 

Another subject that generally needs 
discussion is the parent’s attitudes and 
emotional conflicts about epilepsy. The 
objective atmosphere of discussion and 
eriticism aids the parent in attaining 
perspective necessary to free himself 
of unhealthy attitudes. Relieved of 
these he will be able to offer the child 
increased emotional support. 

Other topies discussed are the fear 
of convulsions, overprotectiveness, and 
relations of the child with other chil- 
dren in the family. The child’s emo- 
tional development is largely a result 
of the emotional relationships he has 
within the family, and this is stressed 
to the parents. The goal of the group 
sessions with the psychologist is to help 
the parent accept the problem of his 
child’s having epilepsy more intelli 
gently and objectively. The parent 
will then be able to give him the neces 
sary emotional support and _ specia! 
eare that this particular problem pre- 
sents. 

Fifth Session—The social worker 
eonduets the fifth and final session of 
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the group sessions which is concerned 
with total family life and social ad- 
At this meeting the par- 
about 
to 
In- 
formation is given about available re- 
sources the publie 
school programs, camp facilities, and 


justments. 
ents are given suggestions 
interpreting the term ‘‘epilepsy’’ 
relatives, neighbors, and friends. 
of community, 
community groups interested primar- 
ily in epilepsy. At the conclusion of 
this session, parents are given a bro- 
chure to take home. 

The brochure is written in nontech- 
nical language and is a summary of 
much of the medical and psychological 
information covered during the group 
sessions. It was compiled on the basis 
of typical parent questions and con- 
cerns that had been observed and re- 
eorded during the first vear of group 
sessions. The parent is encouraged to 
read it and to bring back to the clinic 
further questions he may have. The 
continuing interest and help of the 
Social Service Department is empha- 
sized to the parents for any future 
problems they may have. 


SUMMARY 
1. At the Jerry Price Seizure Clinie 
of the Los Angeles Childrens Hospital, 
the need for a consistent and organized 
educational for parents of 
children with epilepsy was recognized. 
Customary clinic visits with the doctor 
were inadequate this purpose. 
Courses of group sessions were initi- 
ated. This procedure has been carried 
out for two years and has been found 
effective in its original aims. 


program 


for 


Ss 
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2. It is felt that the parents of chil- 
dren with epilepsy are able through 
the group sessions to correct their mis- 
understandings and prejudices and 
relieve their tensions to some extent. 

3. The course is divided into five 
sessions and attendance is limited to 
the parents of eight children. The first 
two sessions are conducted by a phy- 
sician who is also an epileptologist. At 
these sessions the physician deals with 
essentially factual and informative ma- 
terial. He encourages the parents to 
ask questions and answers them in- 


formally. Group discussions are em- 
phasized. 

4. The next two sessions are con- 
dueted by the psychologist. The two 
most frequently discussed problems 
are discipline and behavior. Through 


discussion and ventilation the parents 
are helped to accept the problem of 
the child with epilepsy more intelli- 
gently and objectively, resulting in 
increased emotional support for the 
child. 

5. The final session is conducted by 
the social worker, who focuses atten- 
tion upon the child’s social relation- 
ship and informs the parent of the fa- 
cilities and services available to them 
for help with the child. The contin- 
uing interest of the Social Service De- 
partment in any future problems that 
may arise is likewise emphasized. 

6. It is believed, after a period of 
more than two years, that the group 
sessions for parents of children with 
epilepsy are of material aid and have 
fulfilled the objectives for which they 
were designed. 
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AND ITS INFLUENCE ON DENTAL 
‘EPTIBILITY 


D. M. HapsimarKos, D.D.S., M.S.D., M.P.H., anp Cart W. Bonuorst, Pu.D. 
PORTLAND, ORE. 


 gpencapease concerning the influ- 
ence of trace elements on the sus- 
ceptibility to dental caries has been 
mainly confined to the study of fluo- 
rine. For the past several years, a 
great number of studies have appeared 
the literature on the different 
peets of the fluorine-dental caries re- 


In as- 


lationship. As a result of this, fluo- 
ridation of communal water supplies 
has been aceepted as an effective and 
publie health for the 
protection dental 
However, the possibility that 


safe measure 


partial against 
caries. ' 
other trace elements may play a role, 
beneficial or harmful, on the degree of 
susceptibility to dental caries observed 
among different population groups has 
not received adequate attention by re- 
That 
sents a promising field for investiga- 
tion indicated stud- 
ies conducted with experimental ani- 


search workers. this area pre- 


has been from 
mals.?"* 

The employment of the epidemiologi- 
eal principles and techniques for the 
study of dental caries has been recog 
nized as an effective research tool.® ° 
During the last few years, a number 
of regional epidemiological studies on 
dental caries were conducted in Oregon 


From the Department of Public Health, 
University of Oregon Dental School, and the 
Department of Chemistry, University of Port- 


land. 

*This study was aided by a contract be- 
tween the Office of Naval Research, Depart- 
ment of the Navy, and the University of 


NR180-047. 


Dental School, 


Oregon 


among native-born and -reared chil- 
dren. These investigations were un- 
dertaken in 10 eounties located east 


and west of the Caseade Mountain 
Range, which divides the state of Ore- 
gon into two distinet areas from the 
point of elimatology, agriculture, and 
topography. Furthermore, it is known 
that the fluoride content 
the public water supplies of Oregon 
negligible.’ Dental examinations 
were given to 2,069 children between 
the ages of 14 and 16 years who were 
born and had lived continuously in 
All exami- 
nations were performed by one exam- 
iner (D. M. H.), a faet which adds uni- 
A com- 


of most of 


1S 


their respective counties. 


formity to the collected data. 
plete picture of the results of these 
studies has been presented in the latest 
article of this series published re- 
cently.® 

One of the outstanding findings of 
our epidemiological investigations was 
the existence of a direct relationship 
between urinary selenium concentra 
tion and dental 
The results obtained indicated that the 
trace element selenium may render the 


caries prevalence. 


teeth more susceptible to dental caries 
attack. Thus, for the first time, evi- 
dence was presented suggesting that a 
trace element, selenium, be re- 
for 
In 


advisable 


may 


increasing caries sus- 
view of the above, it 


to undertak 


sponsible 
eeptibility. 


was deemed 
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further research for the purpose of 
eliciting additional knowledge on the 
selenium-dental ¢ aries relationship. 
This paper gives the results of a see- 
ond study eonducted among Oregon 
school children on the association be- 
tween urinary selenium concentration 


and earies prevalence. 


METHODS AND RESULTS 
The the 


selenium-dental earies relationship was 


present investigation on 
undertaken among school children liv- 
ing in the counties of Jackson and 
Josephine of the Southern Oregon 
The results of a recent epi- 
published 


Region. 
demiologieal study, else- 
where,” revealed that children 14 to 
16 years of age born and reared in the 
above-mentioned two counties showed 
a high degree of susceptibility to dental 
caries. Moreover, the caries experience 
among the subjects of both counties 
was found to be similar, that is, 13.4 
D.M.F.* teeth per child in Jackson 
county and 14.4 D.M.F. teeth per child 
in Josephine county.* 

For the purposes of our study, 24- 
hour urine specimens were collected 
from white male high school children 
who were continuous residents in each 
of the two counties. Experimental 
work with laboratory has 
shown that a definite relationship ex- 
ists between the amount of selenium 
ingested and the excretion level of this 
trace element in the urine." 


animals 


Altogether, 79 urine specimens were 
colleeted from both counties. Of these, 
33 belonged to children attending the 
high school of Medford, county seat of 
Jackson county. The remaining 46 
were collected from boys attending the 
high sehool of Cave Junetion. This 
school serves families from a rural area 


symbol D.M.F. denotes the number 


*The 
which are Decayed, Missing, Filled. 


of teeth 
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The selection of 
the study 


in Josephine county. 


children for inelusion in 
was done by the principals of the par- 
ticipating high schools, and it was 
based on their personal knowledge re- 
garding each subject’s cooperation and 
reliability. 

Each boy participating in the study 
was given a one-half gallon Mason jar, 
and was asked to take it home for col- 
lection of a 24-hour urine specimen 
during the week end. In addition, the 
subjects were given verbal and written 
instructions for the proper collection 
of the urine specimens. 

In the determination of urinary 
selenium the procedures of our first 
study were followed for digestion, 
distillation, and precipitation of sele- 
nium.’ Subsequently, the method of 
Coleman and MeCrosky was followed 
with minor modifications.’* The sele- 
nium was filtered, washed, the 
small filtering tubes were transferred 
to side-arm test tubes. The selenium 
was then dissolved in 3 ml. of 0.05 per 
cent bromine in 30 per cent hydro- 
bromie acid and washed into the test 
Exeess bromine 


and 


tube with 5 ml. water. 
was reacted with phenol and the sele- 
nious acid titrated with 0.001 N thio- 
sulfate and iodine. 

The distribution of urinary selenium 
coneentrations among the ehildren in- 
cluded in the present study is given 
in Table I. The results of the analyses 
revealed that selenium was present in 
all the urine specimens collected from 
the subjects of both The 
mean urinary selenium concentration 
of children living in Jackson county 
was found to be 0.074 p.p.m. and that 
of subjects in Josephine county 0.076 


counties. 


p.p.m. These values are regarded as 
being of considerable magnitude and 


show a definite selenium intake, 
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TABLE |. DistrRIBUTION OF URINARY SELENIUM CONCENTRATION AMONG CHILDREN LIVING 
IN JACKSON AND JOSEPHINE COUNTIES OF OREGON 
JACKSON COUNTY JOSEPHINE COUNTY 
NUMBER OF ; NUMBER OF 
SE (P.P.M. SUBJECTS SE (P.P.M.) SUBJECTS 

0—0.019 3 ~0-0.019 2 
0.020 — 0.039 6 0.020 — 0.039 3 
0.040 — 0.059 4 0.040 — 0.059 10 
0.060 — 0.079 6 0.060 — 0.079 13 
0.080 — 0.099 6 0.080 — 0.099 8 
0.100 — 0.119 5 0.100 — 0.119 6 
0.120 — 0.139 l 0.120 — 0.139 3 
0.140 — 0.159 l 0.140 — 0.159 0 
0.160 — 0.179 0 0.160 — 0.179 1 
0.180 — 0.199 l 0.180 — 0.199 0 


Mean 0.074+0.007* 


*Standard error of the mean 


It is of interest to note that the mean 
values of urinary selenium excretion 
among the children of both counties 
are similar. As it was _ indicated 
above, the dental caries experience 
(mean D.M.F. teeth) of children in the 
counties of Jackson and Josephine was 
also found to be similar. In addition, 
the percentage of subjects in Jackson 
and Josephine counties with values of 
urinary selenium excretion above 0.100 
p.p.m. is about the same, 24 per cent 
and 22 per cent, respectively. It thus 
appears that high prevalence of dental 
“aries is associated with high values 
of urinary selenium excretion. 

DISCUSSION 

The results of the present investiga- 
tion, together with those of our first 
study, among Oregon school children 
on the selenium-dental caries relation- 
ship provide data which suggest the 
possibility that this trace element may 
be responsible for increasing caries 
susceptibility. 

Interest in the trace element sele- 
nium by research workers is of rela- 
tively recent origin. Selenium became 
the subject of extensive investigation 


since it was discovered in the early 
thirties to be responsible for livestock 
poisoning in a number of western 


Mean 0.076 + 0.005" 


states. The possible ill effects of sele- 
nium intoxication on population groups 
have been largely unexplored. How- 
ever, the hazards to health from the 
continuous daily ingestion of small 
amounts of selenium have been recog- 
nized. Selenium is considered to be a 
normal constituent of the soil and is 
absorbed by all vegetation at least in 
minute amounts. A number of investi- 
gations regarding the selenium sources 
in seleniferous areas revealed the pres- 
ence of this element in vegetables, 
cereal grains, foods of animal origin, 
and water.™* Since selenium is widely 
distributed in nature, it is normally 
present in enamel in small amounts." 

In recent years, Lemley’ and Lem- 
ley and Merryman" reported on a 
number of eases of selenium poisoning 
in human beings that apparently re- 
sulted from the daily ingestion of foods 
grown in seleniferous areas. In one 
of their patients the presence in his 
urine of about 0.040 p.p.m. of selenium 
was considered to be evidence of sele- 
nium poisoning. In view of the above, 
it is of interest to note that in the 
present study values of urinary sele- 
nium exeretion of 0.040 p.p.m. and 
higher were found in the majority of 
the subjects (Table I). However, it 
should be mentioned that at the present 
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time no adequate information is avail- 
able regarding levels of urinary sele- 
nium exeretion indicative of selenium 
poisoning. 

The 
selenium and dental caries suscepti- 


possible relationship between 
bility has not been investigated ade- 
Smith co-workers 
two among 


quately. and his 
conducted field 
people residing in certain seleniferous 


surveys 


regions in an attempt to discover symp- 
toms of disease associated with sele- 
nium poisoning.’ '* They found that 
‘‘bad teeth, varying from marked dis- 
coloration through all stages of deeay’’ 
was one of the most frequent signs of 
ill health among the people examined. 
Dogs treated with two goitrogenie com- 
and _thiouracil, 
structural changes in their 
dentition and jaws.’® Wheateroft and 
collaborators*” investigated the effects 
of selenium on the dentition of white 
rats. Selenium was given intraperi- 
toneally to three groups of rats at 
daily doses of 1 mg., 0.5 mg., and 0.2 
mg. per kilogram of body weight to- 
gether with a eariogenie diet. At the 
experimental period they 
observed a trend toward an 
of earies incidence among the animals 


pounds, selenium 


showed 


end of the 
inerease 


receiving the most selenium. 

It thus appears that in a manner as 
yet unknown the trace element sele- 
nium may be a factor contributing to- 
increased susceptibility to 
dental caries. Undoubtedly, a number 
of additional studies with experimen- 
tal animals and human beings are 
necessary, not only for confirmation of 


ward an 


the relationship suggested here but 
also for an understanding of the exact 
mechanism through which selenium 
may exert its harmful effects on teeth. 


SUMMARY 


An investigation of the possible re- 
lationship between the trace element 


AND BONHORST : 
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TRACE ELEMENT SELENIUM wll 


selenium and the degree of suseepti- 
bility to dental caries was conducted 
among Oregon school children. 

The findings of the present investi- 
gation, as well as those obtained from 
our first study, indicate that selenium 
may be a factor responsible for in- 
creasing the susceptibility to dental 


earies attack. 
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The Composition of Breast Milk 


An infant three months old will take from forty-eight to sixty-four fluidounces daily in 
six or eight half-pint doses. During the first year therefore he will take from 1000 to 1300 
Ibs. 

What is the composition of this milk? Without entering this long and tedious details, 
it may be simply said that by the latest and apparently the most exact analysis, its composi- 


tion 18: 
tutte 20.76 3 ’ °0.76 s > 27 Ibs. 
Bu eT ~ f ’ 1000 Ibs. Butte r =t oh lbs. 1300 Ibs. { Butte r «f Ibs 
Casein 14.34 tl f Casein 14.34 ‘* thesefere } Casein 18% 
Sugar 75.02 Z an oy Sugar 75.02 ‘é mee _ Sugar 97% 
co nl ° 5 { . -- 
. Water SS9.88 ; \ Water 889.88 ‘* = . Water 1157 


In 1000 Ibs. of milk there are 1.6238 Ibs. of salts, or 26 ounces, of which 0.5736 Ib., or 
% ounces, are phosphate of lime, 

In 1,300 Ibs. of milk the salts amount to 2.1 Ibs., or 33% ounces, of which 12 ounces 
are phosphate of lime. 

It thus appears that, during the first year, the child receives from 110 to 143 pounds 
of dry solids. He may thus readily gain 15 or 20 pounds in weight (implying less than three 
pounds of dry solids), and yet have a large residue, from 107 to 140 pounds, to be expended 
in the production of heat and in the activity of an energetic vitality. A child thus nourished 
ean make teeth and bone without difficulty; his functional activity need never be suspended 
for want of material; atmospheric changes may be successfully resisted, and zymotic diseases 
will have little power. 


CumMMING, WM. Henry: ON NATURAL AND ARTIFICIAL LACTATION, 
AM. JOURNAL OF MEDICAL ScIlENCES, VoL. 36, 1858. 
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TESTOSTERONE-INDUCED FEMALE 


ARNOLD P. Gotp, M.D., AND ALFRED F. Micuarn, JR., 


PSEUDOHERMAPHRODISM 
M.D. 


CINCINNATI, OHIO 


INCE Wilkins and his group’ es- 
clinical and laboratory 
evidence that cortisone suppresses the 


tablished 


and symptoms of congenital 


adrenal hyperplasia, a great deal of 


signs 


study has resulted in inereased under- 
standing of hermaphrodism. 

Female 
characterized by an enlarged penislike 
clitoris, partial or complete fusion of 
the labia majora in the midline, and 
a urogenital sinus. Differentiation be- 
tween congenital adrenal hyperplasia 
and the nonadrenal forms of pseudo- 
made on 


pseudohermaphrodism _ is 


hermaphrodism cannot be 
examination of the external genitals. 
The distinction is made by the demon- 
stration of exeessive androgen produc- 
tion in congenital adrenal hyperplasia 
as evidenced by elevation of the level 
of 17-ketosteroids and pregnanetriol in 
the urine. 

Patients 
pseudohermaphrodism 
plasma and urinary 
and the absence of no abnormal quanti- 


nonadrenal female 


have 


with 
normal 


17-ketosteroids 


ties of pregnanetriol in the urine, and 
at puberty have normal female sexual 
maturation with menstruation. <A to- 
tal of 14 cases have been described in 
the literature. the in- 
fants were born 


In 2 eases * 
to mothers with ar- 
and it that 
the virilization was a consequence of 
the 
and 


rhenoblastomas, appears 


secretion by 
Grunwaladt 


androgen 
Recently 


excessive 
neoplasm. 

From the Children’s Hospital, Cincinnati. 
Ohio, and the Department of Pediatrics of 
the University of Cincinnati College of Medi- 
cine. 


Bates‘ and Hayles and Nolan® have 


reported 2 cases of testosterone-in- 


dueed female pseudohermaphrodism 
which is similar in many respects to 
The etiology 


the 


the ease to be deseribed. 
of the 


eases is not known. 


masculinization in other 

This report deals with a ease of fe- 
male pseudohermaphrodism which we 
believe was induced by the adminis- 
tration of testosterone to the mother 
during the first trimester of preg- 
naney. It is the purpose of this paper 
to emphasize the danger of testoster- 
one administration during the child- 


bearing period. 


CASE REPORT 


History—K. C. (CH No. 113941), 
born July 3. 1957, was admitted to 
the Children’s Hospital on Aug. 8, 


1957, at 36 days of age. The mother’s 
prenatal course was characterized by 
low back pain and an orthopedic sur- 
geon was consulted during the first 
weeks of pregnancy. X-ray examina- 
tion showed some decrease in mineral- 
ization of the vertebrae. After ap- 
proximately six weeks of pregnancy, 
the mother was given orally 30 mg. of 
methyltestosterone and 3.75 mg. of 
Premarin daily. This medication was 
administered for a total of six weeks 
between the seventh and fourteenth 
weeks of gestation. The mother, there- 
fore, received a total of 1.26 Gm. of 
methyltestosterone during the first tri- 
mester of pregnancy. The remainder 
of the pregnaney was uneventful ex- 
cept for the fact that during the 
fourth month the mother fainted, 
pulling a washtub on her abdomen. 
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Because of the temporary absence of 
fetal heart tones, she was hospitalized 
for a two-day period. 

The delivery was normal and the 
patient weighed 8 pounds at birth. 
Exeept for the absence of testes, the 
genitals had a normal male appear- 
ance. The infant was noted to have 
a large abdominal mass and after un- 
successful catheterization a cystotomy 
was performed at 2 hours of age; at 
this time, a double cystic cavity was 
entered and a biopsy taken. The an- 
terior cavity contained urine; when 
this was decompressed, the posterior 
eavity bulged forward. This con- 
tained a mucinous fluid. Biopsy from 
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established per urethra. The infant 
was discharged from the hospital a 
10 days of age, but was readmitted a 
26 days of age with the clinical pie- 
tures of a urinary tract infection. 
“She” was then transferred to the 
Children’s Hospital. 


~>~ — 


Physical Examination.—W ith the 
exception of the external genitals and 
a well-healed suprapubic sear, physical 
examination was essentially normal. 
Examination of the genitals (Fig. 1,4 
and B) showed a phallus measuring 
approximately 2 em. in length, with 
a small central meatus. The corpora 
of the phallus were felt at the base. 





Fig. 1 A, Appearance of external genitals. 


B, Appearance of external genitals. 


B. 


Note catheter 


in penile urethra. 


the posterior cystic cavity revealed 
squamous epithelium consistent with 
vaginal mucosa. On the fourth day 
of life a eystogram was performed; 
during the procedure a membrane bal- 
looned through the urethral meatus 
which presented at the tip of the phal- 
lus. This membrane ruptured spon- 
taneously and urinary drainage was 


The labia were fused in the midline 
and had a serotumlike appearance. 
No gonads could be palpated within 
the scotum or ir the inguinal canal. 


Laboratory Findings.—The hem o- 
gram was essentially normal. Re- 
peated urinalysis showed albumin in 
amounts up to 4 plus and many white 
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Fig. 2.—Initial “cystogram,” anteroposte- 
rior projection Appearance of double blad- 
der simulated by distended bladder and va- 
gina. 





B. 


Fig. 5.—A and B, Spot films showing 
reciprocally varying stages of distention of 
bladder (anterior), and vagina (posterior) 
during spontaneous emptying from one into 
the other. 


blood cells. Urine eultures grew 
Aerobacter aerogenes, Pseudomonas 
aeruginosa, and Proteus mirabilis. 


Fig. 3.—Spot film during filling of bladder 
under fluoroscopic control (lateral projec- 
tion). The catheter has entered a normally 
located bladder, which is distended by con- 
trast substance. Note the clear space be- 
tween the posterior border of the bladder 
density and the vertebral column. 

Fig. 4.—Spot film during fluoroscopy after 
filling of bladder. Compare with Fig. 3. 
The bladder is now represented by the 
small shadow of increased density anterior 
to the large contrast-filled cavity. The lat- 
ter fills in the area which was clear in Fig. 
3. Note proximity of its posterior border to 
the vertebral column. This filling follows 
Fig. 4. slow, spontaneous contraction of the bladder. 
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Routine chemistry determinations were 
within normal limits. 
Twenty-four-hour urinary 17-keto- 
steroids on two occasions were 1.1 and 
15 mg. and the 17-hydroxyeorticoids 
were 6.3 mg. Repeat studies in an- 
other laboratory showed 0.18 mg. 
17-ketosteroids and than 0.1 
mg. pregnanetriol per 24 _ hours.’ 
White blood cells and buceal smears 
indicated that the patient was of the 
female genetic sex. An excretory uro- 
gram was interpreted as indicating a 


aaa 


<a 


less 


Appearance of normal 


mild obstructive uropathy with hy- 
droureter and hydronephrosis on the 


left. A eystogram (Figs. 2, 3, 4, and 
5A and B) showed the presence of 
two large eommunieating chambers; 


these were interpreted as an anterior 
urinary bladder and a posterior va 
gina opening into a urogenital sinus. 
A survey of multiple ossification cen- 
ters® showed normal bone age. 
Hospital Course.—The patient was 
given multiple antibiotics for the uri- 


were per- 
Children’s 


*Confirmatory determinations 
formed by Dr. Alfred Bongiovanni, 


Hospital of Philadelphia During the im- 
mediat neonatal period the normal urinary 
output of 17-ketosteroids is 1.2 to 2.5 me. 
per day, and this decreases to 0.5 meg. per 
day by the end of the first month of life 
The normal 24 hour urinary excretion of 17- 


hydroxycorticoids is 3.3 to 
nanetriol “is found in trace 


9.3 mg. and preg- 
amounts. 


female 
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nary tract infection and had a com- 
plete clinical and laboratory cure. 
Exploratory laparotomy (Fig. 6.) 
disclosed a dilated bladder and vagina 
communicating with a urogenital 
At the apex of the vagina there 


sinus. 

were an infantile uterus, tubes, and 
evstiec ovaries. Biopsy specimens 
taken from each ovary showed im- 


mature ovaries with follicle eysts. <A 
partial cystectomy and plastic re- 
construction of the urethra were per- 
formed. 





internal genitals at laparotomy. 

Following these studies, the sex of 
rearing was changed to female and a 
clitoreetomy and plastie reconstruction 
of the vagina are planned for some 
future date. 

DISCUSSION 

Testosterone administered to the 
mother during the first trimester of 
pregnancy appears to be the under- 
lying cause of female pseudohermaph- 
rodism in this patient. 

Until recently there had been no ad- 
equate explanation for the pathogene- 
sis of nonadrenal pseudohermaphro- 
dism. Wilkins’ theorized that some 
masculinizing agent must be present 














a ene a 
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during the eritical period when the 
external genitals were differentiating. 
He felt that one possible explanation 
was the temporary overactivity of the 
fetal adrenal which was subsequently 
normal at birth. The critical period 
is during the second and third months 
of fetal development, for by the four- 
teenth week the penile urethra has 
closed as far as the glans. This hy- 
pothesis was rejected by Perloff and 
associates” because it failed to explain 
the renal anomalies in their patient. 
In the patient described in this paper, 
the associated renal anomalies can be 
explained on the basis of mechanical 
obstruction by the enlarged bladder 
and vagina. 

As further evidence that androgenic 
produets can produce female pseudo- 
hermaphrodism, Greene and co-work- 
ers'® have shown that administration 
of androgenic hormones to pregnant 
animals will produce genital anoma- 
lies in the offspring closely resembling 
those seen in this patient. Experi- 
mentally the production of these 
anomalies was dependent upon the 
period of gestation and the amount of 
androgenic substance given. It has 
been shown that the androgenic mani- 
festations are limited to the external 
genitals without apparent effect on the 
ovaries, tubes, and uterus. 

Sinee testosterone and related prod- 
ucts are used extensively in clinical 
medicine, the possible danger arising 


from its use during the childbearing 
age should be carefully weighed. 


We wish to thank Dr. A. A. Weech and 
Dr. F. N. Silverman for their helpful sug 
gestions and encouragement. 
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COBALT-INDUCED GOITER WITH CARDIOMEGALY AND 
CONGESTIVE FAILURE 


JosepH A. Litre, M.D.,* anp Remepios Sunico, M.D.** 
LOUISVILLE, Ky. 


INCE the discovery of cobalt as an 

integral part of the vitamin B,, 
molecule, its ability to produce remis- 
sion in various types of anemia has 
Particular interest in 
pediatrics centered around the 
treatment of iron deficiency anemia 
Ini- 


been reported. 
has 


and the anemia of prematurity. 
tial reports' were favorable, but the 
danger of toxic effects has been stressed 
These toxie effects 


n 


more and more.* 
were first brought to our attention by 
the story of a child who was referred 
to a private pediatrician because of 
difficulty in respiration. The goiter 
was so large and firm that surgical ex- 
ploration was done. At biopsy an er- 
roneous impression of a carcinoma was 
made, and a complete thyroidectomy 
The child now re- 
quires thyroid replacement therapy 
and is getting along well. In retrospect 
the pediatrician accidentally learned 
that her parents were giving her, on 


was performed. 


+ 


their own, an ‘‘iron and cobalt tonic.’ 

Shortly after this, two other pa- 
tients with similar complaints were re- 
ported by private pediatricians in 
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Louisville. These goiters responded 
very quickly to the discontinuance of 
the cobalt and iron preparation which 
they had been receiving. The fourth 
ease of a similar character has been 
seen in this clinic. 

The fifth case which has come to our 
attention is the ease being reported. 
The rather widespread use of this prep- 
aration among physicians with whom 
this case has been discussed, despite 
the reported danger of the indiserim- 
inate use of cobalt-iron preparations, 
prompted this report. 


CASE REPORT 


D. P. B., aged 6 months, was referred 
to the Children’s Hospital because of a 
bulging fontanel. He apparently had 
been well except for slow weight gain 
until about one week prior to admis- 
sion when he had developed low-grade 
fever, dry cough, and _ hoarseness. 
Shortly afterward, tetracycline was 
prescribed, and after about five days 
the bulging fontanel was noted. 

Past history revealed that the child 
was the result of a normal term preg- 
naney, but had gained weight slowly 
and had been noted to have some rapid 
respirations. He had been tried on a 
multitude of formulas including milk 
substitute formulas, without apparent 
suecess. He had always been a slow 
eater but had never had any vomiting 
and had had only one bout of mild 
diarrhea. The family history was non- 
contributory. 

The patient had been diagnosed as 
having an iron deficiency anemia and 
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had been receiving “iron” therapy for 
three months. 

Physical examination revealed a 
pale child who was breathing rapidly 
and appeared chronically ill. He 
weighed 10 pounds 814 ounces and was 
61 em. long. His cardiac rate was 120 
and his respiratory rate 50 per minute. 
Blood pressure studies revealed a sys- 
tolie pressure of 80 mm. Hg by the 
flush technique, and this pressure did 
not change appreciably during the hos- 
pital stay. The anterior fontanel was 
noted to be full but not bulging. The 
skin was somewhat pale and he was 
evanotiec about his mouth. The ex- 


Fig. 1.—The tumor (A) on admission; 
ternal jugular veins were prominent 
even when the patient was placed in a 
forty-five degree position, and a re- 
markable firm mass was noted to fan 
out from the midline in the area of 
the thyroid (Fig. 1, A). This mass 
was firm and movable. No bruit or 
thrill was noted. The remainder of 
the ear, nose, and throat examination 
was negative. The respiratory rate 
was regular but rapid. The lung fields 
were clear to pereussion. Fine erepi- 
tant rales were heard throughout both 
lung fields. There were no shocks or 
thrills. The point of maximal impulse 
was in the fifth intercostal space at the 
anterior axillary line, On ausculta- 
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tion the rhythm was regular. The 
heart sounds were faint and distant 
but no murmur was present. The liver 
edge was felt 6 em. below the right 
costal margin in the right midelavie- 
ular line. The spleen was palpable 
about 3 em. below the left costal mar- 
gin in the flank. There were no other 
masses. The genitalia were considered 
normal. Reflexes were normal and 
radial and femoral pulses were easily 
palpated. 

The local physician was contacted 
and the iron preparation that had been 
prescribed was Ronecovite, one-half 
dropper full twice a day. 





B. Cc. 


(B) three weeks later, and (C) seven months later. 


Laboratory examination revealed a 
red blood count of 6 million and a he- 
moglobin of 15.3 Gm. (Table I). The 
white count was 11,600 with 47 per 
cent neutrophils, 48 per cent lympho- 


TaBLE I. LaBporaToRy DATA 


| R.B.C. | | 131 
( MIL- HGB, PBI (% 
LION/ (GM. (pg UP- 
DATE cU.MM.) %) %) TAKE) 
July, 1956 6.0 15.3 44 
September, 
1956 3.9 12.5 7.8 45 
February, 
1957 4.7 11.2 17 
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cytes, 4 per cent monocytes, and 1 per 
cent eosinophils. The urinalysis was 
essentially normal. The nasopharyn- 
geal culture was of no consequence. A 
lumbar puncture revealed normal 
spinal fluid, and during the procedure 
the child became cyanotic, presumably 
because of pressure of the mass on the 
airway. 

The patient was given an immediate 
injection of 0.25 ml. of Mereuhydrin 
intramuscularly, and digitalization was 
begun. <A chest x-ray confirmed the 
large globular-shaped heart (Fig. 2, 
A), and eardiae fluoroscopy revealed 
that the pulsations were of a poor 
quality. Eleetroecardiogram obtained 
on the day after digitalis was begun 
revealed moderate right ventricular 
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entirely normal, and a radioiodine up- 
take study done on the fifth day of 
hospitalization revealed a 44 per cent, 
twenty-four-hour I'*' uptake (Table 
I). 

The patient continued to do very 
well and was discharged after three 
weeks’ hospitalization. A repeat x-ray 
taken at the time of discharge showed 
a remarkable change in the size of the 
heart (Fig. 2, B). Two more electro- 
sardiograms taken during hospitaliza- 
tion revealed right ventricular hyper- 
trophy on the basis of a tall R wave 
in the right chest leads. Since we had 
no evidence that this child had a myx- 
edematous heart and there was no evi- 
dence of hyperthyroidism except on 
the basis of the iodine uptake, it was 





Teleorentgenograms of the chest (A) 
seven 


hypert rophy. There was no evidence 
of low voltage or other signs of a myx- 
edematous heart. 

Because of these findings it was felt 
that this patient might have either 
idiopathic myocarditis or endocardial 
fibroelastosis, plus a ‘*Roneovite goi- 
ter.”’ The child responded well to 
initial digitalis and oxygen, and no 
thyroid therapy was begun. Unfor- 
tunately, due to a breakdown in equip- 
ment, protein-bound iodine studies 
were not obtained. A bone age was 


on admission, (B) three weeks later, and (C) 
months 


later 


felt that digitalization should be con- 
tinued and the patient should be re- 
turned to the hospital for re-examina- 
tion in approximately one month. 
During the interval the child did 
well and was readmitted to the Chil- 
dren’s Hospital five weeks after the 
first hospitalization. Physical exam- 
ination was essentially normal. There 
was no evidence of thyroid gland in- 
volvement (Fig. 1, B), and he had 
gained approximately 2 pounds in 
weight. Chest x-ray at this time was 
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considered probably within normal 
limits. A repeat I'** uptake was 44 
per cent in twenty-four hours, and the 
protein-bound iodine was 6.7 micro- 
grams per cent. The red blood count 
was 3.9 million and the hemoglobin 
was 12.5 Gm. per cent (Table I). 
Urinalysis again was essentially nor- 
mal. The patient was discharged after 
the digitalis was discontinued. 

The youngster was not seen again 
until approximately six months later. 
He was admitted to the hospital for 
repeat studies. At this time his radio- 
iodine uptake was 17 per cent in 
twenty-four hours (Table I). Eleetro- 
-ardiogram was considered normal and 
the child’s chest x-ray was normal 
(Fig. 2, C). The hemoglobin at the 
time of this last admission was 11.2 
Gm. and the red blood count was 4.7 
million (Table I). 


DISCUSSION 


This patient raises a number of 
questions which are very difficult to 
answer. A relationship between the 
thyroid goiter and the cardiomegaly 
is difficult to prove, and the elevation 
of the radioiodine uptake studies only 
four days after discontinuance of co- 


The 


rapidity with which this patient’s goi- 


balt therapy deserves comment. 


ter responded to the simple discontin- 
uance of the use of cobalt leaves little 
doubt that it was the usually deseribed 
cobalt goiter. The radioiodine uptake, 
however, in eases with eobalt goiters 
are usually normal or low. The ex- 
planation for this rather high uptake 
may be that, following withdrawal of 
Roneovite and removal of this block- 
ing agent, the hyperplastie thyroid 
which was in a state of iodine-want, 
inereased iodine uptake without 
clinical evidence of hyperthyroidism. 
Repeat studies six weeks later revealed 
similar findings but the I'** uptake had 
returned to normal in approximately 


its 


COBALT-INDUCED GOITER 


This explana- 
the clinical 


eight months (Table I). 
tion seems justified by 
eourse. 

The cardiomegaly, we felt, was due 
to pericardial effusion. The clinical 
evidences were distant muffled sounds 
on auscultation and poor movements on 
study.  Electrocardio- 
grams, however, revealed no evidence 
of a pericardial effusion. Neither did 
they reveal any evidence of myocardi- 


fluoroscopic 


tis, myxedematous changes, or hyper- 
thyroidism. The may 
not have been related in any way to 
the thyroid goiter, but the response 
of the patient, the return of the ear- 
diae size to normal, and the results of 


cardiomegaly 


electrocardiographie study are diffieult 
to explain on the basis of myocarditis. 
This response was so closely related 
to the discontinuance of Roneovite that 
the temptation to assume a cause-and- 
effect relationship is great. 

Recently Robey and associates* re- 
ported a ease of a cobalt-indueed myx- 


edema. An I'*' uptake done approxi- 
mately forty-eight hours after dis- 
continuance of cobalt in this case 


was 69 per cent. Except for the ab- 
sence of electrocardiographie signs, our 
patient would fit all the reported clini- 
cal characteristics and may be the see- 
ond such ease. 

The patient’s general to 
discontinuance of cobalt, the return of 


response 


sardiae size to normal, and a normal 
electrocardiogram indicate a 
His weight which was be- 


good 
prognosis. 
low the sixteenth percentile on the 
Iowa chart when first seen, is now at 
the fiftieth percentile. His height has 
changed similarly. 


CONCLUSIONS 
1. A ease of a presumed cobalt-pro- 
duced goiter is reported. 
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2. The relationship between the car- 
diae failure and the thyroid goiter is 
discussed. 

3. The potential hazard of the indis- 
eriminate use of cobalt in patients in 
whom iron therapy alone is sufficient 
is further emphasized. 

4. The oceurrence of a full fontanel 
following tetracycline therapy is men- 
tioned. This phenomenon has been ob- 
served on several occasions. 

5. The relative polyeythemia as a 
result of the cobalt therapy is illus- 


trated 
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TUBERCULOUS MENINGITIS IN CHILDREN TREATED WITH 
ISONIAZIDMETHANESULFONATE 


Hisasur Yosuipa, M.D., anp Kozo YanaGawa, M.D. 
Tokyo, JAPAN 


(INAH) in the treatment of child- 
hood tubereulosis is accepted, it is im- 


A LTHOUGH the value of isoniazid 


portant to investigate the use of its 
derivatives. We wish to report on our 
experience in the treatment of tuber- 
culous meningitis with one deriva- 
tive, sodium isoniazidmethanesulfonate 
(IHMS). Previous studies and reports 
on this derivative have been made by 
Zamboni, 


Ceriotti,’ *?  Logemann,* 


Shimizu,® Kitamoto,® and Yoshida and 


s 


associates.” 
CONHNHCH.SO,Na 


IHMS: ( 5 
|: H.O 


IHMS is a white crystalline powder 
is 11 
to 12 per cent soluble in water at 20 


with a slightly bitter taste. It 


C. On boiling it dissolves into INAH 


Department of Pediatrics, Uni- 


the 
(Director: Professor T. 


Tokyo. 


From 
versity of 
Takatsu. ) 

TABLE I. HEMOLYTIC ACTION OF 
0.25 


0 +++4+ +++ 


IHMS (%) 0 





0.2 
0.3 ++ + ++ + 
0.4 + > 
0.5 - - 
0.6 - - 
0.8 - - 

IHMS (%) 0 
Cerebrospinal fluid - - 


NaCl (% 





its dimethansulfonate. It does 


combine easily with other sub- 


and 
not 
stances in vivo, and thus differs from 
INAH which is apt to acetylize and 
undergo chemical changes. Its bac- 
teriostatic vitro is 
ingly somewhat than that of 
INAH, but with experimental animals 
IHMS seems to have a similar or even 
a little better action. It further has 
the advantage of lesser toxicity, and 


action in seem- 


less 


henee may be used in larger dosage. 
Studies of the toxicity made in mice 
show a toxicity 4% to 44 that of INAH. 

In addition to its clinical use in ten 
eases of severe tuberculous meningitis 


discussed below, studies were made 
(1) of its hemolytie action in vitro, 
and (2) of its coneentration in the 


blood and cerebrospinal fluid. 

1. The hemolytie action of IHMS 
in vitro is shown in Table I. No hemol- 
ysis occurred in cerebrospinal fluid 
added to IHMS, whether at 37° C. or 
10° C., after a period of 24 hours. 

2. Ninety-nine determinations were 
made of the concentration in the blood 


IHMS In Vitro (37° C., 2 Hours) 


10.0 
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THE 


fiuid electrophoto- 
1-2 
A comparison be- 
tween follow- 
ing oral administration of IHMS and 
INAH in a 10/mg./kg. is 
shown in Fig. 1. 

The blood concentration was deter- 


and cerebrospinal 


metrically, using naphtochinon- 
disulonacidsodium.° 


the blood concentration 


dosage of 


mined after the administration of 
larger doses of LHMS (17/mg./kg. and 
50/mg./kg.). The econeentration in- 


creased, paralleling the dosage, but 
after 24 hours the coneentration was 
instanee, averaging 


low in every 


around 0.3y/c.e. 


Yee 





1 3 6 


Fic. 1 Blood concentration of THMS and 
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In two patients without symptoms 
of meningitis the concentration was 
0.7 and 0.8y/c.c. after 3 hours, 1.1y/e.c. 
after 6 hours, and 0 and a trace after 


°4 hours. 


CLINICAL STUDIES 

After first trying the effect of LIHMS 
in a patient who was not improving 
on INAH, the study was extended to 
include 10 eases of tuberculous men- 
ingitis. All were severe cases and pre- 
sented factors disadvantages to ther- 


apy. 


Be ins 
{77} max 





24h. 


after oral administration (dosage of each, 


10 meg./Ke.) 


Comparison of the blood econeentra- 
tion following intramuscular injeetion 


of 10/me./Ke. with oral administra- 


tion is shown in Fig. 2. 


Studies were made of the concen- 
tration in the cerebrospinal fluid fol- 
lowing the oral administration of 
10/mg./ Ke. 


The values found in two patients in 


the reeovery stage of tuberculous 
meningitis were 0.3y/e.e. after 1 hour, 
L.Oy/e.e. and L4Ay/e.e. after 3 hours, 
2.1ly/e.e. after 6 hours, and 0 and a 


the end of 24 hours. 


trace at 


10) 


deep unecon- 


a. In 5 eases (Cases 1, 6, 7, 9, 


there was moderate or 
sciousness. 

b. In + eases (Cases 1, 6, 7, 9) treat- 
ment had been delayed. 

ce. In 4 eases (Cases 2, 3, 7, 9) in- 
eluding 3 with recurrent meningitis, 
there had been previous chemotherapy. 

d. In (Case 4) 
prolonged clinical course despite strep- 


tomyein (SM) and INAH therapy. 


1 ease there was a 


The following plan of administra- 
tion of IHMS was followed. Maximum 
dosage was reached in a few days and 
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continued until improvement, when 
the dosage was either decreased or 
given at two-day intervals. The maxi- 
mum was 30-49 mg./Kg. in 4 cases, and 
50-160 mg/Kg. in 6. 
the treatment in the individual eases is 
Table II. In addition, as 


of the cases were severe, other 


The duration of 


shown in 
most 
drugs were com- 
bined—streptomyein (0.25-0.5 Gm. 
day intramuscularly, and 20-50 mg. 
and PAS, about 
The total 
dosage of streptomycin was 0-14 Gm. 
in 7 patients and 15-30 Gm. in three. 


chemotherapeutic 


day intrathecally, 
0.2. Gm./Kg./day) orally. 


Vee 
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following the development of eneeph- 
alitie symptoms which led to the stop- 
ping of chemotherapy. In 3 eases 
ACTH was also used (10-20 units for 
1-5 weeks) but no aggravation of the 
tuberculous lesions due to the use of 
ACTH could be found. 

Briet reports of 4+ of the cases are 


given here. 


Case 1.—T. K., aged 2 vears and 6 
months, was admitted on the thirty- 
second day of illness. She was som- 
nolent, with left hemiparesis. Nutri- 
tion was poor and weight was 7.8 Kg. 
(78 per cent of standard). Treatment 


(77 Intramuscular 


MH oral 








24h. 


. 2.—Blood concentration of THMS after intramuscular administration compared with that 


after oral administration (dosage, 10 mg./Kg.) 


The clinical results are summarized 
in Table II. Seven were cured and 
three died. In “ase 10) 
slight motor paralysis remained after 
treatment. Five of the 7 eases have 
been followed for more than 20 months 
without relapse. Two of the 3 deaths 
occurred shortly after the beginning 
of treatment with IHMS (22 
and 28 days, respectively), and one 
patient died more than a year later 


one (Case 


hours 


was started with SM (both intramus- 
eularly and intratheeally), PAS, and 
IHMS in ordinary dosage. At first, 
slight improvement took place, but on 
about the 40th day of treatment the 
condition worsened, and by the 50th 
she was entirely apathetic. As the gen- 
eral condition was gradually deterior- 
ating, the dosage of IHMS was in- 
ereased on the 96th day, reaching 
160 mg./Kg./day by the 105th day. Of 
this, 100 mg. was given orally, 50 mg. 
intramuscularly, and 10 mg. intrathe- 
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eally. Improvement was rapid. The 
intermittent type of fever which had 
been reaching 39.5°-40° C. fell to 36.8°- 
38° C. from the 109th day. Her silence, 
which had lasted for 40 days, was 
broken, and her condition took a favor- 
able turn. Complete recovery took 
place without residuals. The spinal 
fluid leukocyte count on the 32nd day 
of the illness was 766. On the 135th 
day it had fallen to 81, and was less 
than 20 after the 246th day. 


Case 2.—S. M., aged 5 vears and 8 
months, had been treated by one of 
us (H. Y.) three vears previously for 
tuberculous meningitis with SM and 
PAS, and the present illness was a re- 
lapse. IHMS was given orally in a 
dosage of 40 mg./Kg./day for the first 
75 days followed by 30 mg./Kg./day 
for 6 months. After the 85th day the 
temperature became normal and im- 
provement in the blood sedimentation 
rate and in the cerebrospinal fluid took 
plaee. After 4 months in the hospital 
she was discharged in good condition. 


Case 4—S. N., aged 1 vear and 9 
months, was treated for 2 months with 
INAH and PAS orally, combined 
with SM intramuscularly. The remit- 
tent fever continued and the leukoeyte 
count in the spinal fluid was 377. On 
the 60th day the INAH (8 mg./Kg.) 
was changed to IHMS (32 mg./Kg.). 
Improvement followed and the temper- 
ature remained normal after the 108th 
day. He was discharged completely 
well. 


Case 9.—T.M., aged 3 years and 6 
months, was treated with SM, PAS, 
and IHMS beginning with the 35th 
day of illness. At first there seemed 
to be a slight improvement, but the 
condition soon became worse and en- 
cephalitie symptoms developed. Death 
occurred on the 28th day of treatment. 


COMMENT 


Although children are regarded as 
having a better tolerance to INAH 
than adults, the usual dosage is 8-10 
mg./Kg./day. Kleinschmidt’® has re- 
ported liver damage when more than 
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10 mg. per day was given. Preliminary 
studies of the hemolytic action of 
IHMS, and of the blood and spinal 
fluid concentrations, led to our eonsid- 
ering its clinical use. While the con- 
centration in the blood was slower in 
developing than with INAH, the maxi- 
mum concentration was almost the 
same for the two drugs. Furthermore, 
a high coneentration lasted longer 
with IHMS. The maximum concen- 
tration was reached more rapidly 
when IHMS was given intramuscu- 
larly, but fell more rapidly than took 
place with oral administration. An 
active diffusion into the cerebrospinal 
fluid took place even in normal chil- 
dren. 

With these preliminary findings as a 
basis, the clinical use of IHMS in the 
treatment of tuberculous meningitis 
was started. The patients were fol- 
lowed with liver function tests (Brom- 
sulphalein, serum bilirubin reaction, 
serum sublimate reaction, santonin 
test, and urinary urobilinogen) as well 
as the blood picture and bleeding time. 
Nothing was found which was consid- 
ered as due to the treatment. But we 
have seen some evidences of liver func- 
tion damage in the long-term use of 
large doses of IHMS in the treatment 
of chronic pulmonary tuberculosis in 
adolescents.'? Recently we have been 
using ACTH in combination with 
IHMS without evidence of any ag- 
gravation of the tuberculous lesions. 
Taking into consideration the severity 
of the eases of tuberculous meningitis 
in whieh the drug was used, we feel 
that it was very effective when given 
in large dosage. The reasons for this 
are probably the high and persistent 
blood concentration, together with its 
good diffusion into the cerebrospinal 
fluid. 
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SUMMARY 


Isoniazidmethanesulfonate, a deriva- 


tive of INAH, was used in the treat- 4. Zamboni, V., et al.: Arch. tisiol. 10: 184, 
‘ten children with severe tuber- _ 1955. . 
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ws He eo — a i 6. Kitamoto, O.: Jap. J. Tubere, 1: 92, 1953. 
were favorable, and we believe it war- 7. Yoshida, H., et al.: (Jap.) Chiryo. 37: 


61, 1955. 
8. Yoshida, H., et al.: (Jap.) Jap. J. 
Bo os Pediat. 9: 281, 1956. 
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nN Sree 110: 95, 1953. 
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Some Pertinent Advice for Pediatricians 


With regard to the exhibition of drugs as a part of your medical treatment, the golden 
Many remedies you give would make a well person so ill that he would 


rule Is, be spartng. 
It is not quite fair to 


send for you at once if he had taken one of your doses accidentally. 
rive such things to a sick man, unless it is clear that they will do more good than the very 
considerable harm you know they will cause. Be very gracious with children especially. I 
have seen old men shiver at the recollection of the rhubarb and jalap of infancy. You may 
depend upon it that half the success of Homoeopathy is due to the sweet peace it has brought 


into the nursery. Between the gurgling down of loathsome mixtures and the saccharine 


deliqueseence of a minute globule, what tender mother could for a moment hesitate? 


FROM AN ADDRESS BY OLIVER WENDELL HOLMES, 
M.D., DELIVERED IN 1858 TO THE MEDICAL 
GRADUATES OF HARVARD UNIVERSITY, THE 
Boston MEDICAL AND SURGICAL JOURNAL 














WHIRLING AS A CLINICAL TEST IN CHILDHOOD SCHIZOPHRENIA 


YALE Kramer, M.D., RicHarp RaBkIN, M.D., aNp Rospert L. Sprrzer, M.D. 
New York, N. Y. 


HE ‘‘whirling’’ test 

has been described as highly specifie 
for childhood schizophrenia.' The test 
The child 
stands with his arms extended, parallel 
to each other, and with his eyes closed 
(Fig. 1, A). In order that he may be 
distracted, he is asked to count. The 
head is now passively rotated to one 


response or 


is performed as follows:* ? 


side as far as possible without diseom- 
fort. Reaction is noted and the head is 
rotated to the other side. The positive 
response, or whirling, consists of the 
child’s turning his entire body as long 
as the examiner turns his head (Fig. 
1, B). 
of a slight rotation of the trunk but the 
entire body does not turn (Fig. 1, C). 

Although the validity and reliability 
of the whirling test have never been 


The negative response consists 


demonstrated, the test is presented in 
the literature’ not only as a diag- 
nostic aid but as a characteristic sign 
Further- 
more, the test has been offered as im- 


of childhood schizophrenia. 


portant evidence for the “maturational 
lag” econeept of childhood schizophre- 
nia.® ® 11 

The purpose of this investigation 
was to ascertain the value of the whirl- 
ing test as a diagnostic aid and as con- 
firmatory evidence for the matura- 
tional lag concept of childhood schizo- 
phrenia. This will be done by (1) 
reviewing the proposed clinical signifi- 
eanee and physiological basis of whirl- 
ing and its use as evidence for the 
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maturational lag concept of childhood 
schizophrenia and (2) comparing the 
incidence of whirling in a group of 
normal children with the incidence in 
a group of children with the diagnosis 


of sehizophrenia. 


WHIRLING 


and 


Bender! 
whirling re- 


Clinical Significance. 
Silver? stated that the 
sponse is normal up to the age of 6 
and that its persistence beyond that 
age indicates an abnormal condition. 
Teicher,’? studying children with be- 
havioral problems, indicated that the 
response is normal up to the age of 8 
years. 

Bender’ regarded the test as highly 
specific childhood schizophrenia 
after the age of 6. She! added, how- 
ever, that it is a very sensitive test 


for 


procedure for many types of motor 
disabilities in children. Silver*: * stated 
that whirling after the age of 6 is seen 
in childhood schizophrenia, cerebral 
damage, and reading disabilities. 
Teicher’ regarded its persistence after 
the age of 8 as a pathological response 
indicating general retardation or or- 
ganic brain damage. 

Physiological Basis.—Both the tonie 
neck reflex and the neck-righting re- 
flex* have been said to constitute the 
the whirling 


physiological basis of 


phenomenon. 


*Both the specificity and the classical re- 


flex character of many of the Magnus “re- 
flexes’ have been questioned by Kurt Gold- 
stein.” 














D 


Whirling” test. Starting position B, Positive response or whirling.” ’, Negative 
response. D, Classical tonic neck position 
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Although not specifically stated, it 
is implied that the classical tonie neck 
reflex (Fig. 1 D) is commonly seen in 
schizophenie children during the whirl- 
ing test® ** and this belief has appar- 
ently been used as evidence for the con- 
cept that 
the whirling test is the tonic neck re- 
flex. * 1° Bender has stated re- 
peatedly * * 7° that the whirling re- 
sponse is based on, or is, a primitive 


the physiological basis of 


tonic neck postural reflex. 
The neck-righting reflex 

seribed in animals by Magnus" as one 

of the many postural reflexes which 


was de- 


permit an animal to assume and main- 
tain an upright posture. The reflex 
orients the body in relation to the head. 
If the head of an animal is turned to 
the side the body will rotate to bring 
it to symmetrical alignment with the 
head. Sechaltenbrand,’’ in 1925, was 
the first to attempt to elicit the neck- 
righting reflex in human infants and 
assumed that the was the 
same as that deseribed in animals by 
Magnus. Schaltenbrand fur- 
ther that the response normally disap- 
pears at about 5 years of age. (Schal- 
tenbrand’s work is discussed more fully 


response 


stated 


elsewhere.**) 

Beeause of the gross similarity be- 
tween Schaltenbrand’s neck-righting 
reflex in infants and the whirling 
phenomenon, both Schilder’® and Sil- 
ver? assumed that the neck-righting re- 
flex is the basis of the whirling pheno- 
menon. 

Whirling as Evidence for the Ma- 
turational Lag Concept of Schizophre- 
nia.—In 1952 Bender*® presented her 
eoncept of childhood schizophrenia 
as a ‘‘developmental lag at the embry- 
characterized by em- 
biological 


level, 
plasticity of the 
The biological areas 


ological 
bryonie 
processes. 
are best defined according to Gesell’s 
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concepts deseribing The Embryology 
of Behavior, namely, homeostatic mech- 
anisms, tonie-neck reflex motor pattern- 
ing, muscular tone, respiratory pat- 
terns, and waking and sleeping with 
changing states of consciousness.”’ 
This theory postulates that child- 
hood schizophrenia is the result of the 
failure of certain ‘‘biological proces- 
ses’’ to mature. The schizophrenic 
child, in the areas mentioned above, 
is at a stage of development character- 


istie of the normal fetus. The psy- 
chological characteristics of schizo- 


phrenia are secondary to this lag in 
development. The persistence of the 
whirling response above the age of 6 
is a manifestation of immaturity in 
one of these biological areas: tonic 
neck reflex motor patterning. 
According to Bender there are mani- 
festations of immaturity in the other 
biological areas outlined by Gesell : soft 
*‘doughy’’ musculature, poor homeo- 
statie control, abnormal speech-respira- 
tory patterns, ete. But whirling is the 
most accessible to investigation and 
its presence in a child is readily de- 
termined, whereas the presence of 
many of the other signs of immaturity 
are difficult to evaluate objectively. 
Moreover, Bender® regarded whirling 
as one of the most important confirma- 
tions of her theory. 
WHIRLING IN FOUR GROUPS OF CHILDREN 
Subjects and Methods.—The first 
group consisted of 266 white children 
from middle-income families. They 
were from 6 to 11 vears old and at- 
tended two public schools in Roselle, 


New Jersey. The second group con- 


sisted of 244 Negro children from 
lower-income families. They were 


from 5 to 11 vears old and attended 
a large public school in the Harlem see- 
tion of New York City. All of the 
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children in the middle-income white 
population were tested; the regular 
classes in the lower-income Negro 


population were randomly sampled. 
The third and fourth groups tested 
were 44 children at Bellevue Hospital 
and 71 children at Rockland State Hos- 
pital, all of whom had had diagnoses of 
childhood schizophrenia. Bellevue, in 
attempting to detect less obvious cases 
of childhood schizophrenia, employs 
somewhat different diagnostic criteria, 
and, partly for this reason, its chil- 
dren appeared less disturbed than 
those at Rockland, many of whom were 
the 


whom were obviously psychotic. 


majority of 
This 
is disclosed by the fact that of the 71 
Rockland only 48 could 


comply with the test, whereas all of 


autistic, and great 


children at 


the Bellevue children were in sufficient 
contact to perform the test adequately. 
Almost all of the children at Bellevue 
and an indeterminate number at Rock- 
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land had been tested previously. The 
children were from 6 to 11 years old 
and were from varied backgrounds. 
The children were examined sepa- 
rately and in such a way that no child 
could have any knowledge of the test 
beforehand view any other child 
taking the test. The test was per- 
formed as described above (Fig. 1). 
Some of the children will continue to 
rotate or whirl when the head is no 
longer being turned. This variety of 
response was designated as “continual 
whirling” and, as it may be interpreted 
to represent a more extreme positive 
response than the usual whirling re- 
sponse, in which the child will stop 
moving when the head is no longer 
being turned, this phenomenon was 
In the tabulation 
of the results, the positives will include 
both varieties of whirling. 
tions were also made for the presence 


or 


> 


noted when present. 
Observa- 


of the classical tonie neck reflex (Fig. 
1, D). 


TABLE I 


POSITIVE 


POSITIVE 





AGE ( YEARS NO. TESTED NO. 7 NO. TESTED NO, % 
1. Whirling in Normal Children = 
Viddle-income Whites. Lower-income Negroes. 
5 32 28 88 
6 "6 13 DO 35 29 R3 
7 61 Sl di 33 24 73 
S $1 IS i4 36 23 64 
v hs 25 48 37 24 65 
10 46 15 33 30 13 3 
11 10) i 10 $1 14 34 
B. Whirling in Schizophrenic Children 
Bellevu Rockland. 
6 3 3 100 
7 6 5 83 4 100 
8 10 7 70 Q 8 R89 
a is 9 69 11 10 91 
10 7 4 57 12 8 75 
1 8 2 25 9 5 56 
C. Continual Whirling 
MIDDLE-INCOME LOWER-INCOME ; BELLEVUE ROCKLAND 
WHITES NEGROES SCHIZOPHRENICS SCHIZOPHRENICS 

Number tested 266 244 44 7 ee 

Number positive 8 (3%) 57 (23%) 15 (34%) 22 (46%) 














KRAMER ET AL.: CHILDHOOD SCHIZOPHRENIA 299 


Results.- iwo normal groups is not a simple 

Whirling: The results are shown in function of race and may be explained 
Table I and Fig. 2. The Rockland in part, at least, by the influence of 
schizophrenies had the highest and the environmental factors: the incidence 
middle-income whites the lowest inci- of whirling in 53 T-year-old and 49 
dence of whirling at every age level 11-year-old Negro children who were 
tested. These two groups were each _ in a higher sociocconomie group than 
significantly different from the two the lower-income Negro children was 
other groups tested and from each 51 per cent and 55 per cent, respee- 
other.* Between these two extremes tively. This is significantly different 

INCIDENCES OF WHIRLING 


IN TWO NORMAL AND TWO 
SCHIZOPHRENIC POPULATIONS 








1005 ne 
4 \ 
a a 
80- \ 
70-4 
a 
ze | -@ 
5 
5) iia, 
z - 
w “ 
[Ss] 
a 
w 
& 40-4 
-~€ 
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A. ROCKLAND SCHIZOPHRENIC —e 
eo 6 BELLEVUE SCHIZOPHRENIC 
C. LOWER INCOME NEGRO 
4 D. MIDDLE INCOME WHITE 
104 = (0 
7 
ah, 1 i i 1 i 
s 6 T 8 Cy 0 " 
AGE 
Fig. 2 


were the Bellevue schizophrenies and from the incidence in the correspond- 
the lower-income Negroes. Although ing ages in the lower-income Negro 
the Bellevue schizophrenics were population. 
slightly higher than the lower-income There was no significant difference 
Negroes in the sample of the size tested, between the incidences of whirling in 
the difference is not significant. boys and girls within any of the groups 
There is evidence to suggest that the _ tested. 
different incidence of whirling in these Continual whirling: Continual 
*The level of significance used throughout Whirling was reported in terms of the 
this paper is 5 per cent. The method used r . 
in comparing the incidence of whirling in Whole group tested because there was 
canes Gf te amas lan of Gn ee te eas no age trend. The incidence of con- 


age group. All other comparisons are ade . oe . *e : 
using chi square Pn sons are made ‘tinual whirling was significantly higher 
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in the lower-income Negroes than in 
The 


denee of continual whirling was high- 


the middle-income whites. inci- 
est in the two schizophrenic groups but 
no significance can be attributed to the 
incidence of continual whirling in 
these groups because many of the chil- 
dren had been tested previously. (A 
study of the effeet of repeated testing 


child 


who does not whirl initially will not 


in 47 children disclosed that a 


generally whirl on repeated testing and 


the eonverse. However, almost one 


third of 
tially will on being tested once or twice 


the children who whirl ini- 
more whirl with greater ease and will 
whirl continually. Continual whirling, 
therefore, is only a reliable index of 
the ease of whirling when the child 
has never been tested previously. 
Tonic neck refler: None of the chil- 
dren in any group showed an unam- 
biguous tonie neck reflex posture. Of 
the 92 schizophrenie children, 4 showed 
a posture which slightly resembled a 
tonie neck reflex; such postures were 
also seen in the normal groups during 
performance of the whirling test. 


RELATION OF WHIRLING TO NECK- 

RIGHTING OR TONIC NECK REFLEX 

The purpose of this study was to 
determine whether the same response, 
i.e., rotation of the body, as seen when 
the head is turned, could be induced 
different 
which has nothing to do with head ro- 


by a completely stimulus 
tation or position. 
modification of the 


The child 


instructions 


crucial 
test 


(ne 


whirling was made. 


was given identical and 


began, as in whirling, with his arms 
and 


outstretched, his closed, 


Then instead of turn- 


eyes 


counting aloud. 
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ing the head, the examiner grasped 
the last digit of the middle finger of 
one hand and drew the arm laterally in 
an are to the left side if the left arm 
was used, or to the right side if the 
right arm was used. As in the whirl- 
ing study the child was observed for 
body rotation. 

In this test we were interested in 
two questions: whether the incidence 
of whirling—that is, body rotation in- 
duced by head turning—would be sim- 
ilar to the incidence of body rotation 
induced by arm abduction; and also, 
whether a given child would respond 
in a similar way to both stimuli. 

These tests were done on a group 
of Negro children from middle-income 
families. 

The first question, whether the inei- 
dence of body rotation induced by head 
turning would be similar to that of 
body rotation induced by arm abdue- 
tion was studied in two sixth-grade 
classes which together had a total of 
49 students. Most of the children were 
ll-year-olds. On a random basis, half 
of the children, 25, were tested by 
head turning, and half, 24, by arm 
abduction. 

The second question, whether a given 
child would respond in a similar way 
to both stimuli, was tested in two see- 
ond-grade elasses which together had a 
total of 53 students. Most of the chil- 
dren were 7-year-olds. Each child was 
tested by both head rotation and arm 
abduction. Half of the children, 27, 
were randomly picked to begin with 
head rotation followed by arm abduc- 
tion; the other half, 26, with arm ab- 
duction followed by head rotation. 

Results—The results may be seen 
in Table II. The incidence of body 
rotation induced by head turning was 
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TABLE II. Bopy Rotation INDUCED BY HEAD 
TURNING AND ARM ABDUCTION 


A. 49 Sixth-grade Children, Either Arm “Ab 
ducted or Head Rotated in Each Child 


ARM 


HEAD 
RESPONSE ROTATION ABDUCTION 
Positive 14 (56%) 14 (58%) 
Negative 11 10 
Total tested 25 24 


B. 53 Second-grade Children, Arm Abducted 
and Head Rotated in Each Child 


RESPONSE 


Negative to both proce 
dures 23 
Positive to both proce 
dures 27 
Total either positive or nega- 
tive to both 50 (94%) 
No. responding differently to 
arm and head 8 (6%) 
Total tested 53 


practically identical with the incidence 
of body rotation induced by arm ab- 
duction. Furthermore, a given child 
generally responded to both procedures 
in an identical manner. 

Thus the response of body rotation 
“an be indueed by a stimulus which 
has nothing to do with that used in 
eliciting neck-righting or tonie neck 
The 
therefore, may have nothing to do with 


reflexes. response of whirling, 
these reflexes, which are generally con- 
sidered to be specifie postural responses 
determined by head position. 
DISCUSSION 

Several characteristics of the whirl- 
ing response make it difficult to con- 
ceive of it as a reflex in the classical 
sense; the whirling response shows 
great variability between individuals, 
the stimulus is nonspecific, the latent 
period is long, there is voluntary con- 
trol over the response, and repeated 
testing commonly alters the response. 

Whirling is a complicated phenom- 
enon and one ean only speculate as to 
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why one child whirls and another does 


not. Some of these factors may be: 


1. General patterns of compliance; 
a more compliant child may permit his 
body to be rotated. It was our im- 
pression from observing the behavior of 
the children in the normal groups that 
this may be one of the most important 
factors and may partly explain the dif- 
ference between the Negro children 
from low-income families and the white 
children from middle-income families. 

2. The child’s conscious coneeption 
of what he is expected to do; this may 
depend upon his having seen the test 
performed on another child or having 
heard about the test. It 
kind of projective test in which the 


may be a 


child transfers his own attitudes to- 
ward authority into the test situation. 

3. General postural patterns; a child 
with a more malleable or adaptable 
posture may whirl more readily than 
one with a stiff or rigid posture. 

4. Enjoyment of rotational move- 
ment; a child who enjoys the sensation 
of rotating his body may be more 
likely to whirl. 

5. A younger child is generally more 
likely to whirl. This is probably due 
to a change in the relative strength of 
some of the foregoing factors which 
comes with inereasing age. 

Several conelusions can be made con- 
cerning the whirling response : 

1. It is affected by many factors. 

2. The same 
duced by stimuli not connected with 
neck or head position. 

3. It is probably not based on the 
tonie neck or neck-righting reflex and 
probably is not itself a reflex. 

4. The response, when present, fre- 
quently is more easily induced with 
repeated testing. 


response can be in- 





302 


5. It is commonly seen in normal 
children between the ages of 6 and 11, 
and with decreasing frequency as the 
age increases. 

6. It is commonly although not uni- 
versally seen in sehizophrenie children 
between the ages of 6 and 11. It is 
not accompanied by the classical tonie 
neck reflex. 

7. The ineidence of whirling appears 
to be significantly higher in a group 
of obviously psyehotie schizophrenic 
(at Rockland State Hospital) 


than in any normal group of children. 


ehildren 


In a group of children with the diag- 
Bellevue 
Hospital), in whom an attempt was 
to detect 
abnormality, the incidence is slightly 


noses of schizophrenia (at 


made less obvious eases of 
but not significantly higher than in a 
Negro 


8. The whirling test cannot be em- 


normal lower-income group. 
ployed as a diagnostic sign of mental 


disease beeause of the large number 


of children with mental disease who 
do not whirl. 

9. The whirling response cannot be 
used as evidence in support of the mat- 
urational lag econeept of childhood 
schizophrenia because normal children 
over 6 years of age commonly exhibit 
this phenomenon and beeause there is 
no evidence that whirling is based on 
primitive tonie neck reflex patterns. 

In view of these considerations, it 
appears that with our present state of 
knowledge the whirling test is not a 


useful test in child psychiatry. 


SUMMARY 


test in 


‘Whirling’? is a 
which the head is turned and the body 
the head. It 
has been claimed that a positive re 
child 


indicates mental disease, particularly 


postural 


follows the rotation of 


sponse in a over the age of 6 
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childhood schizophrenia. In an at- 
tempt to evaluate this test, over 700 


normal and _ sehizophrenie children 


were tested. The incidence of whirl- 


ing in both groups was found to be 
so high that the test could not be used 
in establishing a psychiatric diagnosis. 
The use of the test as evidence in sup- 
port of the maturational lag theory of 
childhood schizophrenia is discussed. 


REFERENCES 


1. Bender, L.: Childhood Schizophrenia, 
Am. J. Orthopsychiat. 17: 40, 1947. 

2. Silver, A. A.: Postural and Righting Re- 

sponses in Children, J. Peptat. 41: 493, 

1952. 

Bakin, H.: Childhood Schizophrenia, J. 

Pepiat. 37: 416, 1950. 

4. Silver, A. A.: Diagnosis of the Various 
Syndromes Encountered in the Retarded 
Pre-adolescent Child, Quart. Rev. Pediat. 
9: 127, 1954. 

5. Bender, L.: The Schizophrenic Child, 

in Michal-Smith, H., editor: Pediatric 

Problems in Clinical Practice, New York, 

1954, Grune & Stratton, chap. 4, pp. 51-70. 

Bender, L.: Schizophrenia in Childhood 
a Confirmation of the Diagnosis, Trans. 

Am. Neurol. A., pp. 67-73, The William 

Byrd Press, Inc., Richmond, Va., 1952. 

7. Pearson, G. H. J.: Emotional Disorders 
of Children, New York, 1949, W. W. 
Norton & Co., pp. 246-248. 

8. Bender, L., and Helme, W. H.: A Quan- 
titative Test of Theory and Diagnostic 
Indicators of Childhood Schizophrenia, 
Arch. Neurol. & Psychiat. 70: 413, 1953. 


- 


9. Freedman, A.: Maturation and Its Rela- 
tion to the Dynamics of Childhood Schizo- 
phrenia, Am. J. Orthopsychiat. 24: 487, 
1954. 

10. Bender, L.: Schizophrenia in Childhood— 


Its Recognition, Description and Treat- 
ments, Am. J. Orthopsychiat. 26: 499, 
1956, 

ll. Bender, L.: Nonpsychogenie Origins of 
Psychoses: Evidences From Studies of 
Childhood Schizophrenia, Arch. Neurol. 
& Psychiat. 70: 535, 1953. 

12. Teicher, J. D.: Preliminary Survey of 
Motility in Children, J. Nerv. & Ment. 
Dis. 94: 277, 1941. 

13. Goldstein, K.: The Organism, New York, 
1939, American Book Co. 

14. Bender, L., and Schilder, P.: Mannerisms 
as Organic Motility Syndrome, Confinia 
neurol, 3: 21, 1941. 

15. Bender, L., and Freedman, A.: A Study 
of the First Three Years in the Matura- 
tion of Schizophrenie Children, Quart. J. 
Child Behavior 4: 245, 1952. 











KRAMER ET AL.: CHILDHOOD SCHIZOPHRENIA 303 

16. Magnus, R.: Some Results of Studies in 20. Hoff, H., and Schilder, P.: Die Lagere- 

the Physiology of Posture, Lancet 2: flexe des Menschen, Berlin, 1927, Julius 
531, 1926. Springer, pp. 32-33, 42-47, 153-155. 


21. Sehaltenbrand, G.: Development of Hu- 
man Motility and Motor Disturbances, 
Arch. Neurol. & Psychiat. 20: 720, 1928. 


17. Schaltenbrand, G.: Normale Bewegungs- 
und Lagereaktionen bei Kindern, Deutsche 
Ztschr. Nervenh. 87: 23, 1925. 


; . . : 22. Gesell, A.: The Tonie Neck Reflex in 
18. Spitzer, R., Kramer, Y., and Rabkin, R.: the Rime Infant J nee 13: 455 
Neck Righting Reflex in Children, J. 1939 ree 
Pepiat. 52: 149, 1958. 23. Bender, L.: Childhood Schizophrenia, 
19. Schilder, P.: Brain and Personality, Nerv. Child 1: 138, 1942. 
New York, 1931, Nervous and Mental 24. Bender, L.: Childhood Schizophrenia, 
Disease Publishing Co., pp. 92-106. Psychiat. Quart. 27: 663, 1953. 





The Health of St. Louis in 1858 


The high water of the spring, followed by the extreme heat of the summer, have given 
rise to an unusual amount of intermittent and remittent disease during the present season, 
especially in the outskirts and environs of the city. During the hot weather of the latter 
part of July, and the beginning of August, quite a number of deaths occurred from sun- 
stroke, principally among the intemperate and exposed; the same cause also gave rise to an 
increased mortality among young children during the same period. 

Our hospitals, too, have been well filled with patients, and occasionally a death has 
taken place from yellow fever imported from New Orleans, but in no instance has this 
disease originated here, nor spread when introduced into a crowded ward—showing most 
conclusively its non-contagiousness. 


FROM THE St. Lovis MEDICAL AND SURGICAL JOURNAL. 








CANNULA-SWAB TECHNIQUE FOR OBTAINING VAGINAL 
SECRETIONS PAINLESSLY IN YOUNG GIRLS 


Juuier E. THorner, M.D. 
BAKERSFIELD, CALIF. 


AGINITIS in the very young fe- 
male and prepubescent child is of- 
ten a source of greater concern to 
is to the 
and _ be- 
the 


mind of the parent as well as to iden- 


patient and family than it 
this 
is important to 


physician. For reason 


cause it relieve 
tify if possible the offending organism 
or foreign body, the simplest and least 
painful method for seeuring vaginal 
material should be employed. 

To those who deal with many 
voung females it is common knowledge 
that the most cooperative child or pre- 
teen-ager will become apprehensive at 
manipulation in or the 


The insertion of even the thin- 


any about 
vulva. 
nest cotton-tipped applicator beyond 
an introitus that is either small or in- 
flamed or both causes the child pain 
and irritation great enough to make 
further examination an _ unpleasant 
struggle, not to mention the attendant 
physical as well as_ psychological 
trauma. 

On the other hand, it has been my 
experience that upon proper explana- 
tion and sterile 
metal cannula of (14 
F.) ean readily be inserted into a vag- 


reassurance a small 


medium ealiber 
inal orifice of any size with little or 
no resistance upon the part of the pa- 
tient. To secretion, 
however, even 
tion bulb, to 
smear, culture, or wet 


recover enough 
with the aid of a sue- 
satisfactory 


is diffi- 


make a 
mount 
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cult when a simple metal catheter is 
used alone. 

The following unit was devised to 
permit painless and easy insertion of 
a curved metal No. 14 F. cannula, the 
end of which is open, round, smooth, 
and dull. <A thin flexible metal ap- 
plicator with roughened tip to prevent 
cotton from sliding off in the vagina 
is then inserted into the cannula and 
the entire unit autoclaved in that man- 
ner. When ready for use, the cannula 
is readily inserted without lubrication 
into the smallest vaginal orifice, de- 
tecting by contact any hard foreign 
body such as a hairpin, marble, metal 
ball, ete. The eannula is then with- 
drawn to a spot about midway in the 
vault and the cotton-tipped applicator 
is gently pushed out to a distance of 
not more than 2 em. beyond the end 
of the eannula, as indicated by a 
marker on the handle of the applicator 
which extends well outside the vaginal 
orifice. 

The unit is then rotated in the vault 
and slowly withdrawn to pick up secre- 
tions. The applicator having trapped 
specimens of the vaginal contents 
on the way out can then be used for 
smear, culture, or wet mount; more- 
over, it ean readily be changed into an 
irrigating cannula if larger amounts 
of vaginal secretions for cytological or 
other purposes are desired (i.e., sex 


chromosome studies). What is more 
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Fig. 1.—Unit disassembled, showing cannula and metal applicator with marker on handle. 
Fig. 2.—Units assembled, autoclaved, and ready for insertion into vaginal orifice. Cotton- 


tipped applicator well shielded by metal cannula ‘ 

Fig. 3.—Cannula in position within vaginal vault and applicator pushed out beyond can- 
nula tip to a point indicated on handle of applicator. Swab readily rotated with cannula 
in vault Unit then withdrawn in this position. 
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THE 


important, however, is that the entire 
procedure is painless and simple and 
spares the child a traumatized vulva 
as well as an unhappy experience. 


PURPOSE 
The purpose of this type of unit is 
to avoid the customary pain experi- 
enced by most apprehensive little girls 
undergoing vaginal inspection when 
even small dry eotton swabs are intro- 
duced carefully into a small introitus. 


Both physical and psvehie trauma is 


af ee n 

: ae od 
., 2 : - 
1 .. : 


great. 


Fig. 4.—Instrument arranged for either 
DESIGN 
The metal cannula (Fig. 1) is 


chrome plated, about 7 inches long, 
and open at both ends with a slight up- 
ward curve at the distal end, size 14 F. 
one side to 
facilitate painless suction. The flex- 
metal applicator has a 
rough tip to secure the cotton and pre- 
vent its coming off during manipula- 
There is a mark on the handle 


There is an ‘‘eye’’ on 


ible cotton 


tion. 
of the applicator to indicate the dis- 
tance past which the applicator should 


not be pushed when in the vagina. 
The applicator with the cotton tip is 
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set into the cannula (Fig. 2) prior to 
autoclaving with the cotton not pro- 
truding. 


METHOD OF USE 

The child is shown that the cannula 
is small, cool, smooth, and painless, 
and when she is reasonably reassured 
the 
vaginal orifice with minimal lubrica- 


it is then gently inserted past 


tion. The cannula acts as a painless 
guide and casing over the cotton tip 
which is in place but not presenting. 
The operator gently inserts the ecan- 


at 
Te 





suction of vaginal contents or irrigation of the vault. 


nula into the vagina, feeling for any 
hard foreign objects in passing. When 
the cannula is ‘‘set,’’ the handle of 
the applicator is gently pushed past 
the distal end of the cannula (Fig. 3) 
to a point not farther than is indicated 
The 


unit is then rotated and withdrawn to 


by the marker on the handle. 


secure recovery of as much secretion 


as possible. The unit is then placed 
in a sterile test tube for laboratory 
examination. The unit can also be set 
up for suction and/or irrigation of the 


vagina if desired (Fig. 4). 














CURRENT MANAGEMENT OF STRABISMUS IN CHILDHOOD 


LAWRENCE J. Lawson, Jr., M.D. 
EvaANstTon, ILL. 


HE pediatrician is immediately 

consulted for confirmation and ad- 
vice when a parent, friend, or relative 
observes malalignment of child’s 


Strabismus is a challenging sub- 


a 
eyes. 
ject, but continuous research and study 
have brought to light new ophthal- 
mologieal concepts which are gradually 
becoming standard procedures. 

It has been estimated that 2.7 
eent of children have form 
strabismus.* This field, therefore, of- 
fers a prime opportunity to practice 
preventive medicine in the following 


per 


some of 


ways: (1) prevention of the develop- 
ment of amblyopia (failure to develop 
normal visual acuity in an otherwise 
normal eye); stimulation of the 
normal development of fusion (simul- 


9) 


( 


taneous use of the two eyes with some 
degree of depth pereeption); (3) pre- 
vention of psychological problems re 
sulting from cosmetic defects. 

The first question to be answered is, 
‘Does the child actually have stra- 
bismus?’’ The infant de- 
velops coordinated eye movements by 
the end of the third month. The limit 
movements 


average 


ineoordinate ocular is 
about the eighth month. 
must differentiate it from pseudostra- 
bismus, .e., 
pupillary distance, and negative angle 
Kappa.’ <A phoria (tendency to de- 


of 
Diagnosis 


epicanthi, narrow inter- 
of Ophthalmology, 


Medical School, Chi- 
Hospital, Evanston, 


From the Department 
Northwestern University 
cago, and The Evanston 
Il. 


307 


viate from parallelism only when 
fusion is suspended) must be differen- 
tiated from a tropia (deviation present 
at all times, the fusional reflexes having 
failed to maintain proper alignment). 

The next question is, ‘‘Which eye 
deviates?’’ There are two classifica- 
tions: monocular, in which the same 
eye constantly deviates; and alternat- 
ing, in which either eye may deviate 
while the contralateral eye is used to 
fix the object of regard. This differ- 
entiation is of vital importance. It is 
in the group of monocular strabismus 
that 
and must be recognized in order to 
determine accurately the final progno- 
sis. An immediate and_ thorough 
fundus study of each eye must be per- 
formed 1 child strabismus 
while the pupils are widely dilated. 
The important pathological processes 
(1) eongenital 


serious uniocular defeets occur 


with 


on 


to be considered are: 
infections such as syphilis, tuberculo- 
sis, and especially toxoplasmosis, which 
result in destruction of the choroid and 
overlying retina, particularly in the 
destroying potential 
(2) 


macular 
central vision; 
formations of the eye which interfere 
with the development of vision, i.e., 
sataract, colobomas, aplasia, and con- 


area, 


congenital mal- 


genital glaucoma; (3) arrested stages 
of retrolental fibroplasia, which must 
be ruled out in premature infants, es- 
pecially where oxygen has been used; 
(4) the possibility, which is of prime 
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importance, that monocular strabismus 
may be the first sign of an intraocular 
tumor, especially retinoblastoma; (5) 
the presence of grossly unequal refrae- 
tive errors (anisometropia) which pre- 
vent the simultaneous perception of 


similar-sized images on the retina. 
Any of these conditions alter the prog- 
nosis for a lasting cosmetie and fune- 
tional Monocular 


usually develop amblyopia ex anopsia 


result. squinters 


in the deviating eve. Since the squint- 
ing eve receives a different retinal im- 
age from that of the fellow eye, di- 
plopia ensues. In young infants, di- 
plopia should be considered, even if 
strabismus is not obviously apparent, 
when a head tilt is observed, if one eye 
is kept closed, or if the child is awk- 
ward, stumbles, falls, or overreaches. 
To prevent confusion, the image of the 
deviating eye is suppressed and vision 
does not develop normally in this eye. 
The amblyopia is the result and not 
the cause of the squint. The sequence 
for development of normal distance 
visual acuity is as follows: 1 year, 
20/100 (6/30); 2 vears, 20 70 (6/20): 
3 vears, 20/40 (6/12); 4 vears, 20/30 
(6/9); 20/20 
(6/6). deviates 
early has a more profound amblyopia 
The re- 


in treatment of amblyopia vary 


and by the fifth vear, 


Thus an eye which 


than one with a later onset. 


sults 


directly with the age at which it is 


first recognized and treatment initi- 
ated. The results are 80 per cent sue- 
cessful when started at the age of 2 


vears, 60 per cent successful in the 


2-4 vear age group, and only 40 per 
cent satisfactory when started in the 
4-7 vear age group. Beyond 7 years 
of age, amblyopia is very difficult to 
overcome, as the abnormal reflexes are 
In addition, 


these children so afflicted are of school 


more firmly established. 
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patching may interfere 
with plus making the 
child’s abnormality definitely appar- 
The treatment of am- 


when 


age, 


schoolwork 


ent to others. 
blyopia ideally begins as soon as it is 
recognized in the preschool child. Al- 
most all authors agree that therapy 
of the 
For marked amblyopia, 


eonsists of constant oeclusion 


better eve. 
atropine and/or partial oeclusion are 
inadequate. Children will 
when the parental attitude is proper. 
Those who are not treated correctly 


cooperate 


will develop permanent amblyopia and 
be potentially handicapped for indus- 
trial employment in adult life. 

If the strabismus is of the alternat- 
ing type, either eye is used while the 
opposite eye is suppressed. Since sup- 
pression alternates between the eyes, 
normal vision develops in each 
but fusion is totally lacking. 
and atropine are of little value in this 


eye, 
Glasses 


Usually there is no significant 
refractive error and often the onset 
is noted shortly after birth. The treat- 
ment of this type of strabismus nearly 


group. 


always implies surgical intervention. 

The next step involves the direction 
of the deviation. Esotropia (inward 
deviation) is the most common. This 
“an be explained on the convergence- 
Hyper- 
opia is common in childhood, but those 


accommodation relationship. 


with exeessive hyperopia must exert 
accommodation to 
The same impulse 
like- 


reflexes, 


more 
clear retinal image. 
which 


produce a 
activates accommodation 


wise produces convergence 
and thus excessive accommodation is 
associated with excessive convergence, 
resulting in esotropia. Those with eso- 
tropia usually have a significant refrae- 


tive error and must be examined by ey- 


cloplegie methods. Any other method is 




















LAWSON : 


totally inadequate. Frequently this 
deviation responds to glasses partially 
or wholly. Aceommodative esotropia 
typically is first noted between the ages 
of 2 and 3 years and is not excessive in 
(15° to 20° or Am- 


oceurrenece in 


amount less). 


blvopia is a common 
this condition. 

Exotropia (outward deviation) is 
infrequent under 5 vears of age. It 
may be familial, and these youngsters 
rarely have significant error of refrac- 
is the usual 


tion. If present, myopia 


type of error. In myopia, aceommoda- 
tion 


and thus convergence is 


is not necessary for close vision 
relaxed and 
divergenee of the visual axis results. 
The visual acuity is commonly equal 
in the two eyes. 

Vertical 
frequently may co-exist with a horizon- 
tal deviation. The vertical imbalance 
may disrupt fusion between the two 
and latent horizontal 
deviation manifest to such 
a degree that the vertical component is 


deviations (hypertropia) 


eyes make a 


become 


overlooked. 
for, the entire treatment may be un- 


Unless carefully searched 


successful unless the vertical compo- 
nent also is treated. 

The fourth the 
search for a paretie ocular muscle. 
(noneoneomitant) strabismus 
is relatively rare in children. Unless 
there can be demonstrated a definite 
limitation of motion in one of cardinal 
directions of gaze, the strabismus is 


consideration is 


-aretie 


considered to be concomitant, which 
means that the muscles are capable of 
moving the eye in all directions, but 
the coordination between the two eyes 
is lacking. 

If each of the foregoing questions 


is answered, the strabismus can be 


properly diagnosed and correct meth- 
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The di- 


agnosis—right, concomitant, accommo- 


ods of treatment determined. 


dative esotropia—says in a_ concise 
manner that the child has a nonpara- 
lytie strabismus in which the right eye 
deviates that the onset 


around 2 years of age, that it will re- 


inward, was 
spond at least in part to glasses, and 
that the possibility of amblyopia must 
be carefully considered. 


NONSURGICAL MANAGEMENT 


As soon as the diagnosis of strabis- 
mus is established, a eyeloplegie re- 
(There is no 
The strength 


fraction must be done. 
satisfactory substitute. ) 
of the lenses preseribed is the maxi- 
mum correction consistent with reason- 
able use of the eyes. Higher corrections 
may be necessary, but, if the glasses 
will not be worn, they are useless. 
Even low-power corrections often have 
an amazing influence upon reducing 
the angle of squint.* Myopic lenses 
may be preseribed for those with ex- 
ophoria in order to stimulate conver- 
gency. Bifoeal lenses have a definite 
place in the armamentarium of the 
ophthalmologist for those children 
whose eyes are straight with glasses 
for distance but who have strabismus 
The additional power 
of the bifoeal lens for near vision often 


for close work. 


reduces the squint for this range and 
allows single binocular vision to de- 
velop. 
measure, and frequently it is necessary 
The 


use of prisms in glasses is not wide- 


The bifocals are a temporary 
to stress this fact to the parents. 


spread, except for small vertical de- 
viations. Glasses should be worn for 
at least three to six that 
their effect may be determined before 
a decision is reached on other forms 
of therapy. 
should be cheeked at regular intervals, 


months so 


The refractive status 
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because physical growth alters the re- 
quirement for lenses. Hyperopia may 
continually inerease until the age of 
7 years. 

The use of ‘*drops”’ has long been 
known in the medical treatment of ae- 
commodative esotropia. Atropine is 
prescribed on the basis that it para- 
lvzes the ciliary muscle, thereby in- 
hibiting accommodation and _ influene- 
ing the accommodation convergence re- 
lationship. Recently, mioties have been 
substituted for atropine. The ration- 
ale for their use is the production of 
peripheral accommodative spasm, thus 
eliminating the necessity for aecommo- 
dative reflexes which would also stim- 
ulate In selected eases 
of accommodative esotropia the miotie 
regime has proved valuable.’ Isofluro- 
phate (Floropryl) ointment in 0.025 


convergence. 


per cent concentration is used once 


every forty-eight hours. There are 
several reports of iris cysts after pro- 
longed use, but these have subsequently 
disappeared after the miotie is diseon- 
tinued. 

Ocelusion has been discussed pre- 
viously. 

Orthopties is a term generally mis- 
interpreted. It is often referred to as 
‘*exereises,’’ which implies a muscular 

In reality, orthopties is 
the 
skills to overcome amblyopia and im- 


The ultimate 


phenomenon. 


a mental edueation in binoeular 
prove the fusion status. 
goal of all strabismus eases is a fune- 
tional as well as a cosmetie result. 
Orthopties, however, should be used 
with discretion, not indiseriminately. 
Sinee orthopties is a learning process 
coneentration, 


it requires attention, 


and awareness. Certain fundamental 
requirements for sueeess with orthop- 
ties are necessary: (1) a good orthop- 


tist ('); (2) a child with at least aver- 
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age intelligence to cooperate (rarely 
under 4 to 5 vears of age); (3) accessi- 
bility to an orthoptist so that the child 
may office 


weekly for several months; (4) paren- 


make visits several times 
tal support and ability to carry out 
home exercises: (5) vision not less than 
20/70 (6/21) in the poor eye; (6) stra- 
than 30°, without 
of the extraocular 


bismus not more 


marked limitation 
muscles; (7) absenee of anisometropia 


The re- 


sults are best in those eases of strabis- 


(unequal refractive error) .° 


divergence and postopera- 


Or- 


mus with 


tively in monocular strabismus. 
thopties has no value in pure alternat- 
ing strabismus and in those cases with 
hypertropias. One must not expect 
the impossible from medical treatment; 
that is why surgical procedures have 
been devised. 

Surgery is indicated in strabismus 
as soon that non- 
surgical methods alone will not pro- 
duee the desired results. Nothing ean 
be gained by delaying, and a great deal 
Seobee* stated that 85 per 


as it is apparent 


may be lost. 
cent of patients with esotropia require 
With 


accurate preoperative studies, the eor- 


surgery for a functional result. 


rect musele(s) should be operated upon 
with the proper procedure and _ tech- 
Surgery aims at not only a 
result but a funetional 
If vertical and horizontal de- 


nique. 

cosmetic one 
as well. 
viations coexist, the horizontal portion 
should first, the 
vertical imbalance is greater than one- 
half of the lateral. Even though thev 
coexist, they should be handled sepa- 


be eorreeted unless 


rately. Surgical procedures are used 
to place the eves mechanically in the 
primary functional position. 

In children with large phorias, op- 
eration is indicated, but they must be 
studied preoperatively in 


~arefully 
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Phorias 
For this 


order to avoid overcorrection. 
tend to progress into tropias. 
reason, a phoria may need surgical cor- 
rection early before binocular vision is 
lost. 

Those vertical deviations which ex- 
eeed ten prism diopters in the pri- 
mary or reading positions are surgical. 
Weakening an elevating muscle is pret- 
erable to weakening a depressor. Any 
procedure which alters the ability of 
a muscle to move the eye into the read- 
ing position must be approached with 
caution, especially recession of the 
inferior reetus or superior oblique mus- 
cles. 

The amount of surgery to be done 
is dependent upon the preoperative 
measurements, observation under gen- 
eral anesthesia, and actual condition 
of the muscles as seen at the time of 
operation. Large, hypertrophie mus- 
cles require less surgical manipulation 
than thin, atrophie muscles to produce 
the same effect. Anomalous insertions 
and adhesions will alter the procedure 
originally intended. There is a definite 
trend to divide the surgery between the 
two eyes rather than to perform ex- 
tensive procedures on one eye which 
might potentially produce enophthal- 
mos. This is especially true in al- 
monocular 
the 


from 


strabismus. In 
differenee in 


ternating 
squint there is no 


amount of correction obtained 
operation on the deviating eve com- 
pared with operation on the nondeviat- 
ing eve. 

The time to operate in concomitant 
strabismus has been definitely estab- 
lished. 
3 to 6 vears of age) is considered ideal. 


So-ealled *‘‘early surgery’’ (at 


The purpose of the operation is to 
place the eyes in that position which 
permits the development of normal 


binocular reflexes. Unless it is per- 
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this age, development of 
reflexes will 


will 


formed at 
normal not occur 
the 

Advantages of surgery are im- 
with 


these 
and 

fixed. 
mediate 
psychological benefit, less likelihood of 


abnormal ones beeome 


cosmetic improvement 
amblyopia, increased chance for binoe- 
finally, de- 
the 
past, some based their postponement 


and 
treatment. In 


ular coordination, 


ereased length of 


of operation on the risk of general 
until 
local anesthesia could be used. With 
better anesthetics and qualified anes- 


thesiologists, this objection is no longer 


anesthesia, preferring to wait 


valid. In divergent strabismus, opera- 
tion can be deferred until later child- 
hood, but the tendeney toward sym- 
metrieal surgery holds for these cases 
also. Orthopties plays an important 
role in those with divergence, but op- 
eration is frequently necessary to pro- 
duce a lasting result. 

Continued follow-up care postopera- 
tively is as important as the preopera- 
tive work-up. Glasses and orthopties 
are equally, if not more, important 
during this period. Surgical proce- 
dure places the eyes in a mechanically 
straight position, but only continuous 
expert observation will insure a fune- 
tional and lasting cosmetie result. Op- 
erations are only one part of the treat- 
ment, but orthopties does not cure in- 


eorrect surgery. 


SUMMARY 
The essential points in diagnosis of 
The 
reasons for early diagnosis and treat- 
ment have been stressed. Current eon- 
cepts in the treatment of amblyopia 
are elaborated, and intensive and early 
In nonsur- 
gical management the use of mioties 
is discussed. Preoperative orthopties 


strabismus have been reviewed. 


therapy is recommended. 
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and its limitations are considered. 
Changing concepts in the advisability 
of operating during the 3-6-year age 
eroup have been reviewed. Intensive 


postoperative follow-up is necessary 
to produce functional as well as cos- 


metiecally aeceptable results. 


CONCLUSIONS 


Although strabismus management is 
in the realm of a competent opthal- 
mologist, pediatricians should be aware 
of the eurrent concepts and the reason- 


ing behind them. Thus they will know 


the ideal time to refer children with 
squint to the ophthalmologist and will 
the 


mended therapy. 


understand logie of the reeom- 
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GENERALIZED OSTEOMYELITIS IN A NEWBORN INFANT 


S. Zor WausH, M.D., AaNp JoHN Dorsey CraicG, M.D. 
New York, N. Y. 


NM ULTIPLE distribution of bony 
lesions in osteomyelitis in the 
newborn period being uncommon, the 
following case is considered of special 
interest. 


On Jan. 29, 1956, at Gouverneur 
Hospital, a 5 pound 9 ounce male 
infant was delivered spontaneously to 
an Rh-positive gravida vi, para iii, 29- 
year-old mother. Labor was of seven 
and three-quarter hours’ duration. 
The infant cried immediately and ap- 


peared to be in good condition. Rou- 
tine care was given. 
The mother had attended the an- 


tenatal elinie regularly, and no ab- 


past history revealed that she had had 
two premature infants who subse- 
quently expired, one abortion, and her 
last pregnancy had been complicated 
by puerperal fever. Ler serology was 
negative on two occasions. 

The immediate postnatal period was 
unremarkable. On the fifth day, a 
pustular dermatitis developed around 
the infant’s neck and inguinal regions, 
and then spread to the rest of the 
body, ineluding the faee. On the fol- 
lowing day, his right foot became 
swollen and his appetite was poor. 
One day later, the swelling had in- 
ereased and extended to the lower leg. 
At this time, limitation of abduction 
of the right leg and weakness of the 











) . « } ( ; os we i a) wo be » a LD . . 
normal finding re recorded Het foot were noticed. He had a tempera- 

From the Pediatric Services of University ture of 100.2° F., and a purulent dis- 
and Gouverneur Hospitals, New York Uni- +): . 
versity-Bellevue Medical Center. charge was present at the umbilicus. 

TABLE I, THERAPEUTIC CHART 
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T = Tetracycline. Tm = Terramycin. 

P = Penicillin. N = Neomycin. 

C = Chloromycetin. S = Streptonivisin. 

Aq = Adrenocortical extract. Sd = Sulfadiazine. 

E = Erythromycin. G-Glob. = Gamma globulin. 

G = Gantrisin. 
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Roentgenograms of both legs on the 
eighth day revealed extensive destruc- 
tion with periosteal elevation of the 
proximal end of the right femur (Fig. 
1). Treatment with 1.2 million units 
of aqueous penicillin daily and 125 mg. 
of tetracycline daily was instituted, 
and the temperature fell to normal 


(Table | 
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responded to oxygen. On February 8 
he developed oral thrush, which was 
almost immediately benefited by Myeco- 
statin. His condition remained essen- 
tially unehanged until February 14, 
when he developed bronchiolitis with 
progressive respiratory difficulty, and 
required oxygen continuously. Rapid 
deterioration occurred and he ap- 





Fig. 


Laboratory reports at this time were 
Blood eulture (February 
Staphylococcus aureus 


as follows: 
D showed 
highly sensitive to Terramycin, Tet- 
racyn, Aureomycin, neomycin, and 
Furadantin, and resistant to both pen- 
icillin and streptomycin, Blood count 
February 6) showed red blood cells, 
».6 million; hemoglobin, 17.6 Gm.; 
white blood cells 15,700, polymorpho- 
nuclears 71, lymphoeytes 26, eosino 


phils 3. Repeat urinalyses were nor- 
mal. 

The patient then began to have 
frequent periods of cyanosis un- 


related to feedings, which promptly 


1, 


peared moribund. Chloromyeetin 65 
mg. orally four times a day and aque- 
ous adrenocortical extract 5 ¢.e. in- 
itially and 2 ¢.c. every 4 hours intra- 
museularly were commenced. On this 
regimen he slowly improved and both 
the extract and oxygen were tapered 
off and then discontinued. Despite 
his marked clinical improvement, 
roentgenological findings on February 
27 showed extension to the proximal 
right tibia (Fig. 2). 

Although the infant was on Mys- 
teclin (1 eapsule daily) and Chloro- 
myeetin (250 mg. daily), he again 
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Fig. 2. 
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developed on March 1 a pustular der- 
matitis confined to the right leg and 
scrotum. These lesions immediately 
responded to Neosporin applied lo- 
eally. 

Laboratory reports were as follows: 
Culture from skin lesions (Mareh 1) 
revealed Staphylococcus aureus; blood 
count (March 6) showed hemoglobin 
9.5 Gm., white blood 31,100, 
polymorpheonuclears 59, lymphocytes 
41. 

On March 14 (his forty-fourth day), 
his left hand beeame swollen and he 
was placed on erythromycin 125 mg. 
four times a day and Gantrisin 1.0 
(im. initially and 0.5 Gm. three times 
a day, in addition to Mysteelin and 
Chloromyeetin which he had been on 
sinee shortly after the onset of his ill- 
ness. Penicillin had been discontinued 
on February 24 following sensitivity 
studies. Swelling of the left hand 
persisted and on March 17 extended to 
the mid-forearm. X-rays on Mareh 19 
showed periosteal proliferation of the 
proximal ends of the radius and ulna 
of the right arm. The left arm, how- 
ever, appeared entirely normal, apart 
from soft-tissue swelling. 


cells 


The dosage of erythromyein was in- 
creased to 200 mg. three times a day, 
and the swelling of the left arm gradu- 
ally subsided, with no subsequent 
radiological evidence of bone disease 
(Fig. 3). Palpable diffuse thickening 
of the elavicles and nodular areas in- 
volving the left posterior rib 
without any sign of local inflammation, 
then appeared, and the infant's condi- 
tion beeame worse. Three transfusions 
of approximately 50 ¢.c. each of Group 
© Rh-positive blood and four 1 e.e. 
doses of gamma globulin were admin- 
istered at weekly intervals. In the 
course of this therapy, and while on 
Terramyein (30 mg. per pound of 
body weight), ervthromyein (20 mg. 
per pound), and Mysteeclin (tetracyve- 
line 35 mg. per pound), the infant 
again developed a generalized pustular 
dermatitis and bilateral bronchopneu- 
monia on April 7, his sixty-eighth day. 
Oxygen was administered for frequent 


eage, 
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periods of cyanosis and dyspnea, and 
he was given two seven-day courses of 
neomycin, 100 mg. three times a day 
intramuscularly, with some improve- 
ment. No evidence of nephrotoxicity 
was demonstrated on daily urinalyses 
while he was on this therapy. 

Laboratory reports were as follows: 
Blood culture (April 10) was negative. 
Blood count (April 17) showed hemo- 
globin 10.0 Gm., white blood cells 
23,200, polymorphonuelears 62, lym- 
phoeytes 30, monocytes 6, eosinophils 
1, basophils 1. Mantoux test 1:10,000 
(April 11) was negative. 





Fig. 4. 


Biopsy and drainage were consid- 
ered mandatory as the possibility of a 
sarcoma had not been ruled out. The 
patient was therefore transferred to 
University Hospital on April 24, his 
eighty-fifth day. On admission, both 
the right thigh and lower leg showed 
very large, extremely indurated, fusi- 
form swellings, extending from the 
hip to above the knee and from below 


the knee to the ankle (Fig. 4). The 
skin, although markedly stretched, 
showed no signs of inflammation. The 


extraordinary hardness of these two 
masses convinced several members of 
the hospital staff that we were dealing 
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with a sarcoma although there were an 
equal number of proponents of the 
diagnosis of osteomyelitis. 

The patient was then given a course 
of Streptonivisin 62.5 mg. four times 
a day for two weeks, during which 
time muscle and bone marrow biopsies 
with culture were performed. These 
were confirmatory of chronic osteo- 
myelitis, although cultures were nega- 
tive. 

His condition steadily deteriorated, 
and in spite of aqueous adrenal corti- 
eal extract and gamma globulin daily, 
he died on May 19, 1956. 

Necropsy revealed large bony-hard 
nodular lesions of the right mid-femur 
and the right tibia, which presented 
slightly nodular smooth surfaces. On 
section, the cortical layers of bone 
were moderately thickened, measur- 
ing 2.5 em. within the femoral and 1.5 
em. within the tibial lesion. The mar- 
row spaces contained spicules of yel- 
low-brown bony tissue and exuded a 
small amount of slightly turbid blood- 
tinged fluid. No gross foci of purulent 
material were noted in either lesion. 
The elavicular and costal lesions were 
similar. On microscopic examination, 
fibrosis of the marrow with 
minimal chronic inflammatory reaction 
within the fibrosed areas was present 
in all the bony lesions. The lumbar 
vertebrae were not affected. 

At the time of autopsy, the process 
appeared to be relatively quiescent, 
with death probably resulting from 
eachexia and an acute bronchopneu- 
monia. 


spaces 


DISCUSSION 


A number of cases of osteomyelitis 
in the newborn infant have been re- 
To our knowledge, this is the 
to be deseribed with 
the 


ported. 
youngest infant 


advaneed bone destruction by 
eighth day of life. 
According to Blanche,' the 


dence of osteomyelitis has decreased 


inei- 


markedly in all age groups except in 
Many authori- 
between 


infants under 1 vear. 


ties stress the differences 
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osteomyelitis in infants and that in 
older children. The rapid periosteal 
proliferation, infrequency of seques- 
tration, and rather rapid resorption 
when present, were thought by Green 
and Shannon? to be typieal of osteo- 
myelitis in infancy. The streptococcus 
was the most common etiologic factor 
in their series, although other studies 
by Green,* Blanche, and Thomson and 
Lewis* have found a higher incidence 
of staphylococcus. 

infections 
The 
the 
and, as 


In Green’s report, skin 
were incriminated in 27 per cent. 
incidence of skin infections in 
infant is 


points out, their potential 


newborn common, 
Thomson 
danger is overlooked because most of 
them run a benign course. 

The etiology of the extensive osteo- 
myelitis in this case was septicemia 
of the newborn, the portal of entry 
being twofold. On the fifth day he 
developed a generalized pustular der- 
matitis, and on the following day had 
a purulent umbilical discharge. There 
was therefore only an interval of three 


days between the known etiologic 
process and the positive x-ray find- 
ings. The variability between the 


onset of symptoms and positive roent- 
genographie evidence has been demon- 
strated by Self® and Ober.*® 
found the range to be from 3 to 17 


Green 


days. 

Multiple bone involvement oceurred 
in 24 per cent of 
Caffeyv’ stated he had had about the 
He reviewed the 
and verified the 
prior to 


Green’s eases. 
same experience. 


x-rays in this ease 
diagnosis of 


biopsy; indeed he considered biopsy 


osteomyelitis 


an unnecessary procedure. 
The diagnosis of osteomyelitis was 
never questioned until shortly before 
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transfer of the infant to University 


Hospital. At this time, several mem- 
bers of the staff and other observers 
remarked on his poor response to 


therapy and the bone hardness of the 
swellings. Differentiation of sarcoma 
from osteomyelitis may be difficult. In 
this case, however, the patient’s age, 
the multiple lesions, and the early 
course of the disease, so typical of 
osteomyelitis in the newborn, militated 
against the diagnosis of sarcoma. 
Treatment necessarily had to be 
varied and multiple beeause of the 
many erises that had to be met during 
the course of the infant’s illness. No 
agreement exists as to which treatment 
produces the best results. Nicholson* 
recommends immobilization in full ex- 
In general, 


upon 


tension and abduction. 
most orthopedists 
drainage, although the method to be 
utilized is still disputed. This opinion 
is not shared by Green, who feels that 


insist early 


most eases respond well to early treat- 
ment with high doses of multiple anti- 


The use of antibioties alone 


bioties. 
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in this failed to produce the 


desired result. 


ease 


SUMMARY 


The youngest known newborn infant 
generalized osteomyelitis is 
presented. In spite of high doses of 
antibioties instituted early, the patient 
The importance of treating skin 
infant is stressed. 
from 


to have 


died. 
infections in 
Differential 

may be difficult. 


the 


diagnosis sareoma 
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HAMARTOMA OF THE GALL BLADDER 


IN A CHILD 


Ricuarp C. Brown, M.D., anp Ricuarp J. Brown, M.D. 
Owosso, Micu. 


RIMARY tumors of the gall blad- 


der are rare in children.  Car- 
cinoma of this structure is so rare un- 
der the age of 20 that our seareh re- 
vealed only three reported cases. Two 
girls were operated upon in Chile,’ one 
14 vears of 


from 


at 17 vears, and one at 
was reported 
13-vear-old girl. We 


age. One ease 
Sweden? in a 
found no report of any type of be- 
nign tumor of the gall bladder. 
Hamartomas were so named by Al- 
1904 as ‘‘those tumor-like 


development in 


brecht® in 
malformations of 
which the various tissues of a part are 
present in improper proportions or dis- 
tributions, with prominent excess of 
one particular tissue.” Gross* regards 
them as a development of abnormally 
placed tissues attempting to form sub- 
stanee of the organ, but not 
achieving the completely normal pat- 
tern. Potter® states that, except for 
teratomas, practically all masses pres- 
ent at birth and which we ordinarily 
describe as benign neoplasms should 
be included under the term ‘*hamar- 
toma.’’ This heman- 
giomas, lymphangiomas, benign pig- 
mented moles, the neurofibromata of 
von Recklinghausen, adenomas of the 
liver, rhabdomyomas of the heart, and 
the cartilage-capped exostoses. 

Benson and Pemberthy® have re- 
ported the removal of a 


parent 


most 


includes 


successful 
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hamartoma of the liver from a_ 7- 
month-old infant. 
the lungs in children have been de- 
scribed, and these often showed charac- 
teristic dispersion of calcification which 
We found 
no reported instance of hamartoma of 


the gall bladder. 


Hamartomas of 


facilitates x-ray diagnosis. 


CASE REPORT 

Michael A., a 7-year-old white boy, 
had been followed for three years be- 
cause of a spastie quadriplegia be- 
lieved due to Pelizaeus-Merzbacher’s 
disease, a diffuse brain selerosis asso- 
ciated with demyelinization of the 
white matter. This diagnosis’ had been 
made at autopsy in two sisters who 
had died earlier, following a paralytic 
course similar to that of our patient. 
A maternal aunt of the patient had 
died of a similar condition. No special 
treatment for the disease is known, and 
none had been tried in our ease. His 
survival this long was due almost en- 
tirely to the meticulous eare provided 
by his mother. A brother, now 15, is 
apparently normal. 

During an interval examination in 
June, 1955, an egg-sized mass was felt 
in the abdomen near the hepatic flexure 
of the colon. Over the next month 
this became enlarged to the size of a 
grapefruit. On palpation it was well 
circumscribed, smooth, soft, and pain- 
less. It appeared extrinsic to the liver. 
There had been no jaundice, melena, 
elay-colored stools, obstipation, diar- 
rhea, vomiting, hematuria, or edema. 
Intravenous pyelograms showed nor- 
mal kidney and ealiceal outlines, but 
irregular clusters of ecaleium were 
visible in the region of the right kidney 
in anteroposterior views. X-rays of 
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chest were negative. 
urine studies were 
Surgical consultants 


the skull and 
Blood counts and 
nonecontributory 
agreed with our impression of a malig- 
nant renal, adrenal, or retroperitoneal 
embrvonal tumor. 
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and there were signs of intra-abdom- 
inal fluid (Fig. 2). The acute symp- 
toms subsided with conservative treat- 
ment, and, in April, 1,000 ¢.c. of very 
viscid, amber-colored, asecitie fluid with 
a specifie gravity of 1.005 was ob- 





Fig. 1. 
X-ray 
X-ray 


July 
Jan. 4 


14, 19505 


1956 


Fic. 1 
Fig ifter rupture 

Beeause of the incurable nature and 
advanced stage of the brain degenera 
tion, it was decided that surgical ex 
ploration unwarranted. During 
the next six months at home the mass 
continued to enlarge, finally reaching 
the left mid-clavieular line and the 
iliae erest Fig 1). 

On Jan. 3, 1956, while the mother 
was holding the child, she felt the mass 
‘*break,’’ and brought him to the of- 
fice. On examination the definite mass 
was no longer palpable, but the ab- 
domen was distended, diffusely tender, 


was 


showing lower 
of 


Fig. 2 
border of tumor and normal right pyelogram. 
tumor, showing massive intra-abdominal fluid. 


tained by abdominal paracentesis. This 
fluid gave a negative test for bile, a 
strong test for albumin, and a normal 
test (11 units) for amylase. <A centri- 
fuged sample, which was studied eare- 
fully by our pathologist, contained 
mesothelial and  polymorphonuclear 
cells, but no tumor eellis. 

Since our patient had failed to show 
the usual downhill clinieal course of 
malignaney, we began to doubt the 
original diagnosis. Review of all x-rays 
placed new emphasis on a lateral film 
showing the ealeifieations clustered 














BROWN AND BROWN: 


rather more anteriorly than might 
have been expected for a mass orig- 
inating in the kidney-adrenal area. A 
cholecystogram was attempted and 
showed no dye in the gall bladder after 
single and double doses of Telepaque. 

Surgical exploration under ether 
anesthesia was performed on May 18, 
1956, by Dr. R. J. Brown (following 


HAMARTOMA OF GALL BLADDER 


321 


the region of the fundus was exposed 
where omentum had apparently re- 
placed the fundus wall. The gall blad- 
der (Fig. 4) was filled with what ap- 
peared to be a mucoid type of ear- 


cinoma. There were large glands along 
the eystic and common duets. The 


common duct was dilated. No pathol- 
ogy was felt in the pancreas or liver. 





Fig. 3.—X-ray, May 17, 1956, after 
an unsuccessful attempt at splenopor- 
togram). Five hundred eubie centi- 
meters of amber ascitie fluid had been 
removed from the abdomen the day be- 
fore. (Fig. 3.) More fluid escaped 
upon opening of the peritoneal cavity. 
The spleen, kidneys, and peivie strue- 
tures were normal to palpation, and 
no pathology was found txeept in the 
right upper quadrant. Here the omen- 
tum was strongly adherent to the fun- 
dus of the gall bladder, whieh was 
enlarged to about five times normal 
size. On separation of the omentum, 
a large defect in the gall bladder in 


preoperative 


showing calcification pattern. 


paracentesis, 


Choleeystectomy was performed with- 
out difficulty and the postoperative 
course was uncomplicated. During 
the subsequent eighteen months no evi- 
denee of metastasis or recurrence has 
been noted. 

Pathology.—Dr. C. E. Black, pathol- 
ogist, reported that the gross structure 
(Fig. 4) of the mass was eystie, with 
a yellow necrotie content and a thin, 
calcified wall. The omental segment 
was friable and arranged in papillary 
processes. 

The initial impression of adenocar- 
cinoma of the gall bladder was changed 
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to hamartoma after review of micro- 
scopic sections ( Fig. 5) at the Uni- 


versity Hospital in Ann Arbor,® at the 
Memorial Center Children’s Tumor 
Registry in New York,® and at the 
Children’s Medical Center in Boston.'® 


ry hamartoma showing 
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Dr. Sidney Farber reported micro- 
scopie sections showing: . marked 
proliferation of the mucosa, which is 
folded and reduplicated, and shows 
hyperplasia of the epithelium in many 


places. Within the connective tissue 





proliferation and hyperplasia of mucosa. 
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cores of the papillary projections are vealed no evidence of recurrence or 
seen smooth muscle elements, as well metastasis. 
as eosinophilic homogenous material. 
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ACUTE 


treatment of 
the 
young patient present a difficult prob- 


and 
appendicitis 


diagnosis 


HE 

acute in very 
lem and place a heavy responsibility 
not only upon the surgeon, but also, 
and perhaps to an even greater extent, 
on the general practitioner and pedia- 
It is only when this disease 
the 


trician. 
is constantly kept in mind by 
physician called to the bedside of the 
very sick infant and voung child that 
the diagnosis ean be made early and 
treatment instituted promptly so that 
the morbidity may be decreased and 
the mortality kept at the lowest pos- 
sible level. 

Snyder and Chaffin' stated that up 
to 1952 they had found 447 reports on 
acute appendicitis in childhood in the 
This reflects the 


gravity of the disease and the preoce- 


medical literature. 
eupation of the pediatrie surgeon lest 
the standards and signs that apply to 
the adult patient be inadvisedly ap- 
plied to the young one. The history 
and physical findings which are usu- 
ally so typical in the adult are fre- 
unreliable, and mis- 


quently vague, 


leading in the young child. Also, ex- 
perience has shown that acute appen- 


dicitis in the vounger age group ean 


progress with appalling rapidity to 
perforation. 


From the Department of Surgery. College 
of Physicians and Surgeons, Columbia Uni- 
versity, and the Surgical Service of the 
tabies Hospital. 


324 





APPENDICITIS IN EARLY CHILDHOOD 


FRANCESCO MINERVINI, M.D., AND THomas V. Santuuul, M.D. 
New York, N. Y. 


Because of the continuing diagnostic 
and therapeutie difficulties that are 
presented by these voung patients, we 
our from 1947 
This report is based on 


have reviewed cases 
through 1956. 
a study of all patients under 4 years 
of age with acute appendicitis who 
were operated upon at the Babies Hos- 
pital in New York City during this 
During the same 
period aeute appendicitis was an un- 
expected finding in the post-mortem 
examination of 5 premature infants. 
ineluded in the 


ten-year period. 


These eases were not 
study. 

Our series ineludes 83 children: 45 
females and 38 males. Table I shows 
the distribution according to age and 
points out the rarity of the disease in 
the infant group. 


TABLE I. DtstRIBUTION oF CASES ACCORDING 
To AGE 
| NUMBER OF 
AGE IN YEARS | CASES PER CENT 
0 to 1 1 1.2 
1 to 2 9 10.8 
2 to 3 26 31.4 
3 to 4 47 56.6 


We found, in agreement with many 
® that the most frequent pre- 
senting symptom on admission was ab- 
dominal pain; this varied from very 
mild to severe, and was sometimes dis- 
covered by the mother of the patient, 
after other symptoms had appeared, 
as the only explanation for a fixed 


others,” 
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position of the legs in flexion or for 
the continuous erying of the child. We 
Table II the 
dominant symptoms elicited by the his- 


have recorded in pre- 


tory. 


FREQUENCY OF PREDOMINANT 
SYMPTOMS 


TABLE II, 


NUMBER | 
OF 
SYMPTOMS CASES | PER CENT 

Abdominal pain 77 93 
Abdominal pain and 

vomiting 64 77 

Vomiting, no pain 4 5 

» 


No pain or vomiting 2 

Interpretation of the physical find- 
ings on admission to the hospital pre- 
sented a diffieult task in this study. 
Examination of the abdomen was fre- 
quently unsatisfactory because of the 
lack of cooperation of the patient or 
the difficulty of interpretation of the 
physical findings. 
tion was needed for the examination. 


In some eases seda- 
In most instanees the examiner made 
some record of the presence or absence 
abdominal and 
rigidity or of their subsequent develop- 


of loeal tenderness 


ment. The localization of signs to the 
right lower quadrant was the most 


frequent finding in arriving at a de- 


cision to operate. In many instances, 
the general picture of acute illness and 
a history that was compatible with 
appendicitis coupled with a high in- 


TABLE IIT. 


GROUP PATHOLOGICAL DIAGNOSIS 
I Simple acute appendicitis 
II Acute appendicitis with localized 
peritonitis 
III Acute appendicitis with appendi- 
ceal abscess 
IV Perforated acute appendicitis with 


acute diffuse peritonitis 
V Acute appendicitis with progres 
sive fibrino-purulent peritonitis 
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dex of suspicion following an unsatis- 
factory abdominal examination led the 
surgeon to operate. Tenderness or the 
palpation of a mass on rectal examina- 
tion was of particular value in this 
age group and in some cases it was the 
only significant abnormal — physical 
finding which led to the diagnosis. The 
105° F., 


depending on the pathological findings 


fever range was from 99° to 


and the state of hydration of the child. 
Leukoeytosis was present in the ma- 
jority of eases; 85 per cent had a 
white blood cell count of over 10,000; 
in 58 per cent the count was over 15,- 


000. The polymorphonuclear cells 
were usually elevated, as expected. 
Hlowever, in several cases of advaneed 


the white blood eount 


In general, only minor 


appendicitis, 
was normal. 
emphasis was given to the blood count 
in arriving at a diagnosis in this series. 


We have continued to use the path- 


ological classification of Sehulling- 
er’’-? in studying our eases. His more 


recent statistics on the distribution of 
the pa- 
tients of all ages treated at the Co- 
Medieal Center 
appear in Table III and are compared 


pathological types covering 


lumbia-Presbyterian 


to the age group under consideration."* 
It is of interest to note that in a pre- 
vious report from the Babies Hospital 
by Tavlor and Hodges™ in 1941 of 


PATHOLOGICAL DISTRIBUTION OF CASES 


SCHULLINGER!5 


PRESENT SERIES SERIES 
NO. OF (UNDER 4 YEARS) (ALL AGES) 
CASES (PER CENT) (PER CENT) 
9 11 68.7 
15 18 17.0 
25 30 9.5 
34 41 4.6 
0 0 0.2 
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children up to 13 years of age, the 


same pereentage of perforated and 
nonperforated appendicitis cases was 
recorded as that given by Schullinger. 


The important difference is found in 


the vounger age group being pre- 
sented. This has been emphasized in 


a recent paper by Fields and associ- 


ates,'® who reported perforation in 31 


of 38 children 3 vears of age or 
younger. 

The interval between the appearance 
of symptoms and the time of opera- 
tion was found to play an important 
part in the morbidity in terms of hos- 
pital stay (Fig. 1). 
due to the late appearance of the pa- 


The delay was 


tient at the hospital or to indecision of 








Interval from onset to operation (days) 
Over 
$2 2 3 u s ? 
wo 
. 
y 
. 
9 
. 
s 
Fig. 1 Days of hospitalization. as related 
to the delay between the onset of symptoms 
ind the time of surgery. 


the surgeon to operate after the pa- 
tient had been admitted. 
delay was attributed to preparation 


Some of the 


for operation (hydra- 
tion, aspiration, 
Whatever the cause for delay, it was 
evident that 
creased in nearly direet proportion to 


of the patient 
nasogastric ete.). 


the morbidity was in- 


the interval. 


TECHNICAL CONSIDERATIONS 


The MeBurney incision used 


in 74 of the cases; in 11 of these a 


was 
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Weir extension was necessary. A trans- 
verse incision in the right lower quad- 
rant and a 
right rectus incision in four. The ap- 
pendiceal stump was inverted in 66 of 
the 83 eases. In the others, the stump 
was doubly ligated and not inverted 
because of edema of the ceeum or dif- 


was used in five eases, 


fieult exposure. 

Drainage was employed in 44 of the 
83 eases for the indications previously 
outlined by Sehullinger.** This 
relatively high pereentage of cases in 


is a 


which drainage was used and may at- 
test to the return to sound surgieal 
principles rather than to the inordi- 
nate reliance on antibacterial agents. 


MORTALITY AND COMPLICATIONS 


In this series of 83 eases there were 
1 death and 15 complications. 

The fatality oeeurred in a 3-year-old 
Puerto Riean male (U. H. 980115) 
who was admitted in December, 1949, 
having a 7-day history of abdominal 
He was acutely ill, with signs 
roentgen 


pain. 
of acute appendicitis and 
evidence of lobar pneumonia. 
tion was done under ethyl chloride 
hours after 
without 


Opera- 


and ether anesthesia 30 
admission. 
inversion of the stump, was performed 
for acute appendicitis and appendiceal 
abseess. During the procedure there 
was sudden eardiae arrest. Thoracot- 
omy was done, and eardiae massage 
was started 4 minutes after the arrest, 
with restitution of the heartbeat. Post- 
operatively he evidence of 
severe cerebral damage, and he died 
4 months later. Diffuse cerebral 
atrophy was found at post-mortem ex- 
The operative field and 


Appendectomy, 


showed 


amination. 


the pneumonia were well healed. 
The death was attributed to an anes- 
thetic complication. 


One may well 











MINERVINI AND SANTULLI: 


speculate on the outcome if the diag- 
nosis of appendiceal abscess had been 
made preoperatively and operation 
withheld in the presence of co-existing 
lobar pneumonia or on the econtribut- 
ing roles played by the pneumonia, the 
preoperative delay (30 hours), and the 
tardy institution of cardiae massage. 

The complications were: 8 cases of 
wound infection, 3 of paralytie ileus, 
2 of pelvic abscess, 1 of acute gastric 
dilatation and 1 of thrombophlebitis. 
All but one of the complications oc- 
curred in eases of perforation or ap- 


pendiceal abscess. 


APPENDICEAL ABSCESS 

As also noted by other observers, 
the pereentage of patients who had 
both perforation and local abscess at 
the time of admission to the hospital is 
relatively high in this age group. In 
this series it was found in 25 of the 
The abscess 
was not suspected preoperatively in 
11 of these cases, the diagnosis being 
established at operation. The small 
group of 14 eases in which the diag- 


83 eases (30 per cent). 


nosis of appendiceal abscess was made 
preoperatively was of particular inter- 
est to us sinee it may indicate a more 
recent trend in management. In 11 of 
these, operation was the treatment of 
choice (appendicectomy with drainage 
in 8, ineision and drainage with sub- 
sequent appendicectomy in 3). In the 
other 3 eases conservative or nonopera- 
tive treatment was followed. These pa- 
tients had ‘‘interval’’ appendicectomy 
8 to 12 weeks later. 

In the previous report from Babies 
Hospital in 1941 by Taylor and 
Hodges™ the nonoperative treatment 
of appendiceal abscess was more fre- 
quently chosen and advocated. 
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This series is too small and the eir- 
cumstanees of the individual eases too 
variable to compare the operative and 
treat- 


the nonoperative methods of 


ment. However, it is our impression 
that 
‘“‘early operation’’ in these cases since 
the advent of the antibacterial drugs. 
It must be pointed out that the only 
death in this series was in a patient 


there has been a trend toward 


who was operated upon with an ap- 
pendiceal abseess although the diag- 
nosis was not made preoperatively. 


SUMMARY AND CONCLUSIONS 


1. Aeute appendicitis in early child- 
hood is a treacherous disease because 
the diagnosis is difficult to establish 
early in the illness. The frequency of 
perforation is inordinately high. 

2. Local abdominal tenderness and 
rigidity or their subsequent develop- 
ment, and rectal tenderness or mass 
are the most important diagnostic 
signs. 

3. A physical examination in this 
age group is too often unsatisfactory. 
Abdominal signs in an acutely ill, un- 
cooperative young child may be im- 
possible to evaluate. 

4. A high index of suspicion of acute 
appendicitis with a history that is 
compatible with the disease must serve 
as the basis of diagnosis and the de- 
cision to operate in some eases in this 
age group. 

5. There has been a recent trend to 
early surgery in eases of appendiceal 
abscess, in preference to conservative, 
nonoperative management. 
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THE CHILDREN’S MEDICAL CENTER 
BOSTON, MASS. 


SIDNEY FARBER, Epiror 
JoHN M. Craic, Assistant Eprror 


HIS 2-vear-old white girl was ad- 

mitted to The Children’s Medical 
Center for the investigation of spas- 
ticity, convulsions, and mental retar- 
dation. 

The child was the product of a nor- 
mal full-term pregnaney and delivery. 
The mother was Rh negative and the 
father and baby Rh positive, but no 
rise in the mother’s antibody titer 
was noted during pregnancy, and the 
baby’s Coombs test was negative. The 
hemoglobin on the day of birth was 
**107 per cent.”’ 

The that 
jaundiced on the and 
third days of life. The baby then did 
well, holding up her head at 3 weeks, 
The 


social responses were normal but the 


mother noted the baby 


was seeond 


and sitting alone at 4 months. 


child was regarded as slightly lethar- 
gic, in retrospect. 

At 6 months of age the lees were 
first stiff. At 8 
began, and, at 10 


noted to be months 
of age, creeping 
months, attempts to stand were made, 
The child 


toilet trained at 16 months and by 19 


but unsuecessfully. was 
months of age was beginning to talk 
and was feeding herself. 

When 20 months of age, the child 


became irritable, developed a fever of 
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102° F., refused to eat, and remained 
in bed. 
omyelitis was prevalent in the neigh- 


During this period, when poli- 


borhood, her evelids drooped, she 


stopped using her hands, could not get 
up, and had difficulty in swallowing 


solid foods. Beeause of suspected 
myasthenia gravis she was given 


Prostigmin, 7.5 mg. orally three times 
a day. There was good improvement 
after the first two doses, and then it 
was discontinued because of lack of 
further 


now developed, and this was associ- 


improvement. Somnolence 
ated with generalized convulsive sei- 
zures and the development of inconti- 
nence. These continued daily for two 
to three weeks, then decreased to one 
every second or third day. No sei- 
zures had occurred in the month be- 
fore admission to the hospital, though 
had 
One month prior to entry she suffered 
a mild head injury. 
period before admission, she had_ be- 
though 


no anticonvulsants been given. 


In the three-week 


come more responsive, her 

arms were noted to shake on attempts 

to perform voluntary acts. 
Family History—There is 


healthy sibling 8 months of age. There 


one 


is no known history of heredofamilial 
central nervous system disease, 
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The examina- 
tion revealed normal vital signs. The 
was 17.5 in cireumfer- 
the crown-heel length was 33 
inches. The 
oped and well nourished, but nearly 


admission physical 


head inches 
ence ; 
infant was well devel- 
completely unresponsive except for a 
continuous of the 
There was a spastic quadriplegia with 
all the tendon 
eclonus in all 
Babinski 


twitching hands. 


hyperactivity of re- 


flexes, a sustained ex- 


tremities, and a_ bilateral 


Strong tonie neck patterns were 


sign. 
elicited on both sides. The cranial 
nerves and the sensory examination 


were said to be normal. The remain- 
der of the physical examination re- 
vealed no abnormalities. 

The laboratory examination of the 
urine revealed no phenylpyruvie acid 
or other abnormalities. The blood ex- 
amination gave a hemoglobin value of 
11.9 Gm. eent, 
eount of 4.96 million per eubie milli- 
meter, a leukocyte count of 11.3 thou- 
sand per eubie millimeter, and a nor- 
mal leukoeyte differential on smear. 
The tubereulin reaction was negative. 


per an erythrocyte 


The serum nonprotein nitrogen and 
electrolytes were normal. Examina- 
tion of the cerebrospinal fluid yielded 
no cells, a protein of 131 mg. per cent. 
The elee- 


natural 


No pressure was recorded. 
troencephalogram was a 
drowsing tracing with 4 to 6 per see- 


ond waves as the predominant back- 


ground rate, with 244 to 3 per sec- 
ond high-voltage slow waves seen 


from the posterior leads when the pa- 
tient 
high-grade asymmetry in the precen- 


beeame drowsier. There was a 


tral and occipital leads, the left side 


having a higher voltage than the 
right. The pneumoencephalogram 


was normal. 
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While in the hospital the child was 
quite irresponsive. There was some 
vomiting following the pneumoenceph- 
alogram; this symptom soon _ sub- 
sided. A repeat lumbar puncture four 
days after the air encephalogram re- 
vealed a reduced pressure, with 75 
leukoeytes, of which 10 per cent were 
polymorphonuclear cells and 90 per 
cent mononuclear cells. There were 
also 80 erythrocytes and a total pro- 
tein of 96 mg. per cent. Gavage feed- 
ing was required for a few days after 
the air encephalogram. The patient 
was placed on cortisone (250 mg. per 
day) for a period of six days, and 
then was discharged on a maintenance 
dose of 150 mg. per day. 

The child was followed in the Out- 
patient Department and displayed a 
progressively downhill course, with no 
relief of her decerebrate state. She 
became blind. Cortisone administra- 
tion was stopped. The patient was 
eventually admitted to a state institu- 
tion, and died there one year after 
discharge from the hospital, at the 


age of 3 years. 


DISCUSSION 


Dr. CHaRLes A. KAne.*—There are 
several which I think 
should be considered as one reads the 


questions 


protocol. 
Was 
it increasing, and how long did it 


How deep was the jaundice? 
last? My suspicion is that it was 
probably physiologie rather than the 
deepening jaundice that one associ- 
ates with kernicterus or erythroblasto- 
sis, in view of the negative Coombs 


test and the normal hemoglobin 
values. 
*Dr. Charles A. Kane is Visiting Physician 


at the Massachusetts Memorial 
Professor of Neurology at Bos- 
School of Medicine. 


in Neurology 
Hospital, and 
University 


ton 
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Except for ‘‘stiffness’’ of the legs 
with delayed locomotor development, 
the child then did fairly well. Dur- 
ing the period of acute illness at 20 
months of age came the first elue to 
some foeal disturbance of neuromus- 
cular or neurologie function. The child 
stopped using her hands, her eyelids 
drooped, she had difficulty in swallow- 
ing solid foods, and she was unable 
to sit. In a somnolent child who is 
having a fever, these symptoms would 
be difficult to evaluate at best. One 
is told that her physician suspected 
I think that was 
was 


myasthenia gravis. 


a very apt observation—yet he 
apparently not satisfied that it was 
the the and 
promptly stopped Prostigmin in face 


I under- 


answer to problem 
of a transient improvement. 
stand—although I have no personal 
experience with it—that oceasionally 
pediatricians use Prostigmin to relax 
children with spastic conditions. 
Whether or not this had any bearing 
on her improvement at that time, I 
would not know. 

In the short period of improvement, 
three weeks before entry, the child 
began smiling again but her 
were noted to shake when she tried 
to perform voluntary acts. Perhaps 
this was a nonspecifie fatigue phe- 
nomenon in a sick child, or perhaps 
it did indeed represent an intention 
tremor which would be of great sig- 
nificance in view of its possible loeal- 
the pathway 


arms 


ization to cerebellar 
system. 

On physical examination, the head 
diameter was about an inch smaller 
than it should be for a child of this 
age, so that a mild degree of micro- 
cephaly may be said to have been 


present. There was no_ hepato- 
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splenomegaly noted or mentioned. 
This would help us to exelude such 
possibilities as Niemann-Pick disease 
and Gaucher’s disease. I would as- 
sume that the fundi were within nor- 
In a child of this age, the 


cere- 


mal limits. 
textbook 
bromacular degeneration may not be 


cherry-red spot of 
visible, but one should see perimac- 
edema or some disturbance in 
the appearance immediately 
adjacent to the Recently, at 
one of the pathological meetings it 
was mentioned (but I eannot find any 
further confirmation of this, or even 
to the original 


ular 
retinal 


fovea. 


an allusion report) 
that in certain 
macular degeneration one may find a 
high the 
This is the only clue that Tay-Sachs 


eases of cerebral 


beta-lipoprotein in blood. 
disease may be associated with some 
systemie nonnervous abnormality. 

I had an opportunity, just a few 
minutes ago, to see a small sample of 
the electroencephalographiec tracing. 
It is exactly as described in the pro- 
tocol, and again I would like to stress 
its negative aspects. I saw nothing 
there which resembles the triphasic 
wave forms which Cobb and others’ 
have described in twelve cases of cere- 
bral lipoidosis in children. These tri- 
phasie wave potentials are non-focal. 
They are dysynehronous, and they do 
not have any particular predilection 
for occipital or frontal They 
are never seen in adult patients with 


areas. 


cerebral lipoidosis. These investigators 
feel that if a child with diffuse eneeph- 
alography shows triphasie wave poten- 
tials, one can eliminate Schilder’s dis- 
ease and seriously consider the possible 
presence of a diffuse neuronal disorder, 
such as a cerebral lipoidosis. Again 


this is negative information, and as my 
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Dr. 
to point out 


colleague, Joseph Foley, is prone 


the man who makes a 
positive observation is far ahead of the 
makes a negative observa- 


man who 


tion. 

The pneumoencephalogram was neg- 
ative, which helps me to exelude sub- 
dural hematoma and a large infiltra- 
tive tumor or abseess near the 
ventricles. 

A brain biopsy would have been of 
Reeently, 


at the Boston City Hospital, we had 


some interest in this child. 


the neurosurgeons do a brain biopsy 
in a similar case where prognosis was 
of great importance since the child 
had two younger siblings. In such a 


biopsy one ean usually exelude or 


establish diffuse neuronal disorders 


such as lipoidosis. In our particular 


ease we were disappointed to have a 


nonspecific report. It has also been 
pointed out that if these children with 
diffuse neuronal lipoid disorders have 
to undergo an abdominal operative 
procedure, or if a biopsy of an auto- 
nomie ganglion such as the stellate is 
performed, the pathologist may find 
the typical swollen neuronal cells. 
The that 
perhaps diseuss further is what inter- 


only thing we should 


pretation we should give to the see- 
ond spinal puncture done four days 
after the pneumoencephalogram. The 
the 


subarachnoid space is a moderately 


introduction of air in spinal 
irritating procedure, even in children, 
and my interpretation of the seeond 
spinal fluid finding is that they would 
with a sterile me- 


not be inconsistent 


ningeal inflammatory reaction due to 
the 


believe they represent a primary or 


introduction of air. I do not 


chronie meningeal inflammatory dis- 


ease, 
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Now, I believe that there is one key 
this protocol. This is 
and I would like to find 
Was 
it actually myoclonic with rapid jerk- 


word in 
‘*twitching,”’ 
out as much as I ean about this. 


like movements of the extremities, or 
was it a fine rapid tremor? 

Dr. Peter AuLp.—The record states: 
‘There 


the hands when the child is placed 


is a continued twitching of 
on her abdomen, and there are gross 
clonic movements. ’”’ 

Dr. 


myoclonie epilepsy? 


KANE.—Was this myoclonus or 
Myoclonie epi- 
lepsy refers to a familial syndrome de- 
seribed originally by Unverrieht? and 
more recently by Lundborg* with pro- 
gressive dementia, spasticity, quadri- 
plegia in flexion, and a peculiar type of 
epilepsy which is remarkably sensitive 
to audio, visual, and proprioceptive 
stimuli. If you elap your hands be- 
side the ear of one of these children, 
he will have a quick, lightninglike 
flexion contraction of one or many 
of the This 
syndrome has been described sinee in 
a variety of Reeently, Dr. 
Denny-Brown and Dr. Wesley Wat- 
son* at The Boston City Hospital have 


muscles of his body. 


forms. 


been investigating its pathology and 
electrophysiology. Physiologie myo- 
clonus may occur in normal people on 
but when it 
parts the 
body and is associated with dementia, 


waking with a start, 


progresses to various of 
incontinence, and speech disturbances, 
the syndrome of Unverrieht or Lund- 
borg or, at least, some sort of diffuse 
neuronal disorder must be considered. 

Did the this child 
actually represent myoclonus or not? 
If it did, I ean make one of four quite 
If it did not, I 


twitching in 


specifie diagnoses. 
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have to arrive at some other conelu- 
sion. What are the four possibilities, 
on the basis of myoclonus as a symp- 
tom of a diffuse neuronal disease? 
Any child who is jaundiced at birth 
certainly has to be considered as a 
possible candidate for the late com- 
would 
(1) The 


(Dr. Byers and 


plications of kernicterus. | 
use the following evidence: 

ehild was not deaf. 
Dr. this hospital 
recently that in a 


series of cases of kernicterus there is 


Crothers at have 


reported large 


a remarkable degree of perceptive 


deafness. Only one out of twenty- 
three children in their group failed to 
If this 


child did not hear well, the odds are 


have a perceptive deafness. ) 


against this illness being a late com 
plication of kernicterus. (2) Con- 
vulsions are rare in kernicterus. (3) 
The 
laboratory data are not suggestive of 
kernieterus—to eliminate that possi- 
Yet, | be shoeked 
if some damage to the dentate, oli- 
nuelei 


This was a first-born child. (4) 


bility. would not 


vary, or hypothalamic were 


found at post-mortem. Therefore, we 
would 
possibility, although I am eliminating 
it for the moment. Now, as far as the 
second possibility is concerned, very 


have to list kernicterus as a 


briefly, the neuronal disorders that 
we must consider here are those 
which are lumped under the term 
‘‘eerebromacular degeneration’’ and 


by definition this does not mean just 
Tay-Sachs disease, but what Dr. J. 
Godwin Greenfield, the dean of neuro- 
pathologists in England and on the 
Continent prefers to call ‘* Batten’s dis- 
Batten 
scribed these before Spielmeyer, Vogt, 


ease,’’ because actually de- 
These appear 


with 


Bielschowsky, or Kufs. 


to present a spectrum very 


life and mild 


Tl >. — . 
rere 1S a poOSsl- 


severe cases early in 
life. 
bility, then, that this might be a form 


eases later in 


of diffuse cerebral lipoidosis, though 
we can, I believe, eliminate the sys- 
such as 


Hurl- 


temie lipoid disturbances, 


Gaucher’s, Niemann-Pick’s, or 
er’s. 

The third possibility is so-called 
‘‘myoclonus epilepsy with inelusion 
bodies.’’ A fourth possibility is Daw- 
son’s encephalitis, or so-called ‘‘sub- 
acute inelusion body encephalitis.”’ 
Such cases have been deseribed by 
Greenfield... These patients with so- 
called (subacute) inelusion body en- 
cephalitis live from a few weeks up 
to 2 vears, and as far as I ean tell 
from reading the protocols, may mani- 
fest exactly the same clinical symp- 
tomatology as the patient under dis- 
soth 


never correctly diagnosed in life. 


cussion. are rare and almost 


If this is not true ‘‘myoelonie epi- 


lepsy,’’ this brings us to the diffuse 
scleroses, such as Schilder’s disease, 
or the Pelizaeus-Merzbacher — syn- 
the 


Greenfield,® again, has 


drome, a more chronie form of 
same process. 
introduced a confusing element into 
the and has deseribed 
other he ealls ‘‘late in- 
fantile metachromatic leuko-encepha- 
which 


ways the diffuse seleroses, and yet 


situation an- 


form which 


lopathy,” resembles in some 
appears to be atypical. 

I have been trying to determine 
what there is about the ease that led 
to the introduction of cortisone ther- 
apy. Cortisone has been used by 
neurologists for a variety of different 
them the 
of neurological complications of cer- 
tain 
limited use in tuberculous meningitis, 


reasons—among treatment 


collagen diseases. It has a 
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with which | am sure you are famil- 


iar, and one or two enthusiastic 
groups of workers have attempted to 
use it in myasthenia gravis. I am 
sure it has no place in the latter situa- 
tion. The dose used here seems to me 
to be rather large for a child weigh- 
ing 40 pounds, in terms of the dose 
one would use in an adult. 


If I 


think there is no point in diseussing 


were to make a guess—and | 
a protocol unless you do make a guess 
mine the 


belief that these were true myoclonic 


will be predicated on 


twitchings, and, therefore, con- 


clusion is that this is probably not 


my 


diffuse gray matter disease, such as 
Alpers disease, nor one of the diffuse 
but of the 


neuronal disorders which 


scleroses, one types of 


diffuse we 
mentioned—a cerebral lipoidosis, myo- 
clonie epilepsy, or one of the inelu- 
body encephalitides. My final 


if this is true, then 


sion 
statement is this 
the spinal fluid is distinetly unusual. 
The spinal fluid would fit in better 
with Schilder’s or one of the demy- 
elinating of diffuse sclerosis 
than it would with one of the cerebral 
lipoidoses. I am on the horns of 
the traditional Kither | 
believe the spinal fluid and diagnose 
something akin 
else | not the 
interpret the twitchings 


types 


So, 


dilemma. 


Schilder’s disease or 
to it, 
spinal fluid, 
as myoclonus epilepsy, and diagnose 


or do believe 


diffuse neuronal disorder. 


Dr. Farsper.—Do you have any 
ground for disbelieving the spinal 
fluid? 


No, I do not. 
It just poses a problem in the 


Dr. KANE. 
that. 
sense that in the diffuse neuronal dis- 
orders, one would not expect the spinal 
fluid to 


I accept 


an elevated 


protein, 


show 
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in Schilder’s disease it is 
I am quite sure about one 
that this child had 


myasthenia gravis. 


whereas 
possible. 


thing. I doubt 


Dr. Farser.—I think the dilemma 
is one which has perplexed us many 
times. Should we accept a laboratory 
finding which appears to be clean-cut, 
but which is not entirely consistent 
with the elinical picture, or shall we 
stress the elinical findings and dis- 
regard the laboratory evidence which 
consistent with the clinical 
picture? Perhaps this discussion will 
bring out the feelings of the house 
staff. Dr. Berenberg, may we begin 
with you? Is this myasthenia gravis? 


is not 


Dr. Witt1AM BERENBERG.—I would 
agree with Dr. Kane that this is not 
myasthenia gravis. Is this not per- 
haps an individual who has had spas- 
of cerebral palsy, 
convulsive 


tie quadriplegia 
who then went 
state, as so many of them do? I agree 
with your statement about the rarity 
of convulsions in those who have had 
kernicterus, but certainly such ter- 
minal states are common enough in 


on to a 


those who have gone on to a diffuse 
degeneration as a result of repeated 
seizures. I was 
the spinal fluid values than you were, 
Dr. Kane, particularly because two 
readings were significantly elevated. 
I would be inelined to put the case in 
a degenerative group for that reason 
alone. I would like to ask Dr. Kane 
if the pneumoencephalogram helps at 
all in differentiating these degenera- 
tive states? 

Dr. Kane.—Not particularly, Dr. 
Berenberg, except in a sense that if 


more impressed with 


the process resulted in hydrocephalus, 
we would expect an abnormal pneu- 


moencephalogram. I think it is quite 
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conceivable that a child might have 
any one of the syndromes that we 
mentioned with a perfectly normal 


pneumoencephalogram. 


Dr. Martin H. WirrensorG.—I am 
not prepared to say that the pneumo- 
encephalogram of this patient is quite 
normal. The cranial vault is border- 
line in size and at the lower limits of 
By itself, I think that 
would mean very little. The lateral 
ventricles are top normal in size, again 
a finding, in itself, of doubtful signifi- 
eance. With a head which is smaller 
than normal and with the ventricles 


normal size. 


a little larger than normal, you can 
say that some diffuse diminution in 
the total 
provided there is no obstruction of 


mass may be _ present, 


any sort. 


Dr. Kane.—This would, perhaps, be 
against Schilder’s disease. 


Dr. Wirtrensorc.—I think so. _ 1 
think that we see this sort of thing in 
older age groups in many conditions. 
I have no idea whether this represents 
hypoplasia or diffuse decrease in brain 


substanee. 


Dr. CraiGc.—Would not your eneeph- 
alogram be of more diagnostic value 
later in the course of the degenerative 
show some atrophy in 


process and 


these children? 

Dr. Kane.—The clinician may get a 
clue as to the presence of Schilder’s 
disease in that, of all the degenerative 
encephalopathies, it is the one which 
may be associated with papilledema, 
an increased intracranial pressure, and 


an elevated spinal fluid protein. Dur- 


ing the preliminary phases of degenera- 
tion, the myelin becomes swollen and 
this produces a papilledema, or at least 
a swelling of the optie disk. 
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Dr. Farper.—The swelling may be 


so great in Schilder’s that on one oe- 
casion, twenty-five vears ago, a clinical 
diagnosis of bilateral glioma of the op- 
tie nerves was made. At post-mortem, 
indeed, these optie nerves were huge. 
The late Dr. Myrtelle M. Canavan,’ 
who studied that brain with the well 
preserved optic nerve swelling, found 
a typical example of Schilder’s miecro- 


scopically. 


Dr. PAINE.—We who 


followed this child believed that 


RicHMOND 8. 
she 
had one of the degenerative diseases 
of the white matter of the Schilder’s 
group. We felt that a 
diagnosis between the different mem- 


differential 


bers of the group could not be made 
during life. The protocol does not 
fully indicate the progressive nature 
of the child’s illness. 

There have been various word-ot- 
mouth reports that Schilder’s disease 
and others of that group are supposed 
to be 


are two such cases which Dr. Sydney 


benefited by eortisone. There 
Gellis is following at the Beth Israel, 
one of which had, on pneumoencepha- 
lography, what appeared to be a mass 
projecting into one lateral ventricle. 
At operation, this mass was found not 
to be a tumor, but rather a mass of 
degenerating myelin of the Schilder 
type and it was felt, therefore, that 
That 
child improved very dramatically on 
her 


the diagnosis was confirmed. 


several 
Each 
time she was better on the cortisone 
and worse without it. The other pa- 
tient has, I strongly suspect, multiple 
rather than Schilder’s 
ease and is naturally having her ups 
and downs. Beeause of the possibility 
that cortisone might be of benefit, it 


cortisone. I have seen 


times since, on and off cortisone. 


selerosis dis- 
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was tried here, with no great suecess 
the 


showed. 


as ultimate outcome obviously 


would have been of 
to 
quantitative test for gamma globulin 


It 
in 


Dr. KANE. 


great interest this ease do a 


by the zine sulfate precipitation test 
developed by Dr. Joseph Foley at the 
Boston City Hospital, after eliminat- 
disease and neurosyphilis. 


ing liver 
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that they may well be due to multiple 
sclerosis. I do not know whether any 
such tests have been tried in patients 
with Schilder’s disease. 

In this child, the im- 
a very 


Dr. CRAIG. 
mediate eause of death 





was 
extensive hemorrhagic bronchopneu- 
coceal 
forms were easily demon- 
The brain had quite classical 


monia, in which numerous 


bacterial 
strable. 





Fig 1 Cross section of the brain The white 
little demarcation 
This test is now somewhere between 


85 and 90 per cent accurate in making 
a very strongly suggestive diagnosis 
of a demyelinating disease. The levels 
that 


are 


of gamma _ globulin he would 
somewhere 
of the 
the per- 
in the 


spinal fluid exeeeds 15 per cent of the 


significant 
of 15 eent 
more. If 

globulin 


consider 
on the 
total 


centage 


order per 
protein, or 
of gamma 
total in a patient with various neu- 
rologic symptoms, the presumption is 





between gray 


is translucent and depressed. There is 


and white matter 


matter 


It was 
for the 


changes of Schilder’s disease. 
300 Gm. below the standard 
child’s The 
mildly dilated, and this appeared to 


ventricles were 


age. 


be due to loss of brain substanee. 
since no obstruction was demonstra- 
ble. There was a marked decrease, 


grossly, in the differentiation of the 
gray and white matter (Fig. 1) and 
many small eystiec spaces were pres- 
ent in the depths of the white matter. 
sections, prepared by 


Large brain 








CLINICAL 


Dr. Paul L. Yakovlev of the Harvard 
Medical Sehool, 
marked loss of myelin in many areas 
of the brain, especially in the centrum 
ovale (Fig. 2). As is usual in Schilder’s 
(encephalitis 
fusa) the arcuate fibers running from 
one gyrus to an adjacent one were 


revealed a very 


disease periaxialis dif- 


Fig. 





Fig. 2.—Photograph of brain section 
especially the centrum ovale and internal 
Loyez stain. 

Fig. 3.—Photomicrograph of brain 
Sudan black (x330.) 


section ; stain. 
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There 
capsule. 
(Reduced from normal size by %.) 

; : An area from the subc 
demyelinization and irregular masses of lipid having some perivascular accumulations. 


is marked demyelination of the white 


oe 


i 


A Sudan black fat stain 
of the white matter shows 


preserved. 


Fig. 3) 


few myelin sheath structures and 
many fat-filled macrophages to be 


present, both diffusely and in a peri- 
Though the 
was well 


distribution. 
stripe 
preserved, there was considerable loss 


vaseular 


cerebral neuronal 


matter, 


The arcuate fibers are partially spared 


marked 
Frozen 


ortical white matter with 
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of neuronal elements from the dentate 
nucleus in the cerebellum, the inferior 
olivary nuclei in the medulla, and in 
the spinal cord. These latter changes 
are considered to be secondary, per- 
haps to the anoxie spells associated 
with her convulsions. The other cere- 
bral degenerative states of childhood 
such as the coneentrie form of Bar- 
low, that of Pelizaeus and Merzbacher, 
leukoencephalop- 


the metachromatic 


athies, and Krabbe’s disease ean, I 


eliminated on an ana- 
the 


believe, all be 


tomice basis of distribution and 


type of tissue reaction. 

Many different etiologic considera- 
tions have been evoked in the attempt 
encephalitis, 


to explain Schilder’s 


including allergic, infeetious, viral. 


hereditary, and  metabolie —mecha- 


None 
without doubt. 


nisms. have been ineriminated 


Dr. Kane.—The predominant opin- 
ion among neurologists and neuro- 


pathologists is that these demyelinat- 
spectrum of 
the 


ing diseases represent a 


reaction in 


hypersensitive 


the 


JOURNAL OF 
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nervous system, from slowly pro- 


-ases of 
rapidly 


gressing lesions (as in some 


multiple sclerosis) to very 
progressing processes (as in the so- 
called hemorrhagie leukoencephalop- 
athies). It is of that the 
gamma globulin of the cerebrospinal 
fluid may be elevated in some of these 
states, which is, of course, of interest 
in view of the 
globulin to the immune states. 


interest 


relation of gamma 
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THE TONSIL-ADENOIDECTOMY ENIGMA 


Harry Baxwin, M.D. 
New York, N. Y. 


‘*From inability to let well alone; from too much zeal for the new and 
contempt for what is old; from putting knowledge before wisdom, science before 
art, cleverness before common sense, from treating patients as cases, from making 
the cure of the disease more grievous than the endurance of the same, Good Lord, 


’? 


deliver us. 


N° operation in childhood is per- 
formed as frequently as T and 
A. Contrary to the view of many 
discriminating physicians, the proce- 
dure is as popular now as it was 20 
years ago, perhaps more so. Yet evi- 
dence of its beneficial effect is of the 
most tenuous sort. The operation re- 
tains its vogue in the face of well- 
documented evidence that, in the over- 
whelming majority of cases, it is use- 
less. 

T and A is generally regarded as a 
harmless procedure. It was so re- 
garded 20 years ago. In the light of 
the clearly demonstrated relation be- 
tween T and A and bulbar poliomye- 
litis, we now know that it was in no 
sense a procedure to be taken lightly. 
Over the years many children have 
died, many others have lingered in 
respirators, clinging desperately to an 
existence which offered at best perma- 
nent crippling, because of a T and A 
decided upon casually. 





From the Department of Pediatrics, New 
York University College of Medicine, and 
Children’s Medical Service, Bellevue Hospital, 
New York, New York. 

Presented before the Philadelphia Pediatric 
Society, Feb. 11, 1958. 


Sir Robert Hutchison 
(Brit. M. J. 1: 671, 1953) 


Newspapers and health insurance 
publicity have helped to keep alive the 
popularity of the operation. In an 
article in the staid Wall Street Jour- 
nal (Nov. 2, 1955) under the head- 
line—‘‘Boonton, N. J., Group Cuts 
‘Frills,’ ’’ we find the following: ‘‘ At 
9 o’elock this morning, 65-bed River- 
side Hospital here will open its doors 
for the first time. Exactly one hour 
later seven year old Diane Pierce is 


scheduled to have her tonsils taken 
out.’’ 
The New York Times (Dee. 25, 


1956), writing about the blessings of 
the new ‘‘medicare’’ program, says, 
‘*A heavy backlog of tonsil cases in- 
volving sons and daughters of service- 
men is being whittled down by civilian 
physicians. ’’ 

Blue Shield (April 2, 1952) boasts: 
‘*A few months ago five branches of 
the Giordano family received $300 
worth of benefits within a few days 
as the need for surgery swept the 
children. Eleven of 33 grandchildren 
of Paul Giordano required tonsillec- 
tomies.’’ 
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THE FREQUENCY OF T AND A 

Data on the frequeney with which 
tonsils are removed are difficult to ob- 
tain because there is no uniformity in 
the practice in different communities. 
The report of the Chief Medieal Of- 
ficer of the Ministry of Edueation for 
England and Wales for the vears 1952 
and 1953! points to the puzzling varia- 
A rates in different 
shown in 


tions in the T and 


areas Some of these are 


Table | 


chanees of a child having had a tonsil- 


In Leeds, for example, the 


lectomy in 1953 were 10 times greater 


than in nearby Sheffield. 


TABLE I. THe PERCENTAGE OF SCHOOL CHIL- 
DREN OPERATED UPON FOR TONSILLECTOMY IN 
Vakious CITIES IN ENGLAND, 1953* 


PER CENT OF 
SCHOOL POPULA 


SCHOOL TION OPERATED 


POPULATION UPON 
Leeds 70,988 4.2 
Sheffield 76,811 0.42 
East Ham 16,868 3.2 
West Ham 28,279 0.46 
Manchester 108,080 1.7 
Liverpool 131,275 0.36 
*Source The Health of the School Child. 
Report of the Chief Medical Officer of the 


Ministry of Education for the Years 1952 and 
1953. P. 21, 1954 

Even 1954 
figures supplied by the Registrar Gen- 
A child in Rutlandshire is 19 
A as 


neighboring Cambridgeshire ; 


more striking are the 
eral.? 
times as likely to have a T and 
one in 
and in sunny Bexhill the operative 
rate is 27 times as great as in northerly 
Birkenhead. 

exists in the 
data 


situation 
Sehlesinger’s® 


A similar 
United States. 


show that the proportion of children, 
3-9 vears, who had T and A’s was 3 
times higher in Newburgh, N. Y., than 
in adjacent Kingston; and, in a sur- 
vey of the practice of T and A among 
physicians specially interested in chil- 


dren, Wollman‘ found that a relative 
small proportion of physicians are do- 
ing a disproportionately large number 
of operations. 

A further difficulty in estimating 
the frequeney of T and A is that the 
socioeconomie grouping is an impor- 
tant consideration. In the study made 
by Downes® in Westchester County, 
N. Y., children of the professional and 
managerial elass were much more 
likely to be operated on than those of 
the semiskilled and unskilled group. 

In England, Glover® found that T 
and A was performed more than 3 
times as often in children of the well- 
to-do as in those who attended publie 
elementary school. At Eton, in 1938, 
83 per cent of new boys had had their 
tonsils removed before entry at about 
In general, the 
exclusive the 


13 vears of age. 


and more 


higher the 


wealthier 
sehool the tonsilleetomy 
rate. 

A study of T and A in Australia has 
been reported by Dey.’ He surveyed 
a group of approximately 700 children 
who had been recommended for T and 
A by experienced members of the visit- 
ing staff of the Sydenham Children’s 
Hospital but who were not operated on 
because of a poliomyelitis epidemic. 
On re-examination 18 months or more 
later it was concluded that operation 
was unnecessary in 37 per cent. Dey 
also found that 49 per cent of a series 
of children attending free public 
schools in Sydney had had T and A’s, 
while more than 70 per cent of chil- 
dren attending private schools had lost 
theirs. 

In 1932-33, the Ameriean Child 
Health Association® presented data on 
the frequency of T and A in 1,000 











children from the publie schools in 
New York City. At that time 61 per 
eent of the children had had their 


tonsils removed by the time they were 
11 vears of age. 

Seventeen years later, Siegel, Green- 
bere and Magee® surveyed the situa- 
tion again and discovered that 53,007 
T and A’s had been performed in the 
hospitals of New York City during 
1949. The average annual number of 
births during the 5-vear period, 1940- 
1944, was 117,344. Using this figure 
as a measure of the child population, 
and assuming that 1949 was a repre- 
sentative year for T and A, then 
roughly 45 per cent of New York City 
children had had their tonsils removed 
in hospitals in the city. Surprisingly, 
however, a considerable 
New York children are operated on in 
the private offices of physicians and 
outside the eity. Of 74 children with 
poliomyelitis, Siegel, Greenberg, and 
Magee found that 24—almost a third 

had had_tonsillectomies 
than in New York City hospitals. It 
is hardly justifiable to generalize on 
the basis of this small sample but evi- 
dently a 45 per cent estimate of chil- 
dren operated in New York City is 
low. The frequency of T and A was 
probably not materially different in 
1949 from what it had been in 1932- 
1933. 

Downes,*® working in 2 communities 
in Westchester County, N. Y., found 
that T and A has risen sharply during 
the past 5 decades. Of persons born 
before 1910, 19 per had been 
operated on by the time they reached 
their twentieth birthday. Among those 
born between 1910 and 1929, 48 per 
cent had lost their tonsils by the same 
and of those born after 1929 the 


number of 


elsewhere 


cent 


age; 
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figures had risen further, to over 55 
per cent. In families where the head 
was of the professional or managerial 
class the percentage of T and A’s in 
the voungest group (born after 1929) 
was 67. 

Another interesting feature brought 
out by Downes’ report is the earlier 
which T and A is per- 

For example, in males 40 
years and over in 1949, only 4 per 
cent had lost their tonsils by the time 


age at now 


formed. 


they were 5 vears old, compared with 
18 per cent in the 20- to 39-year-old 
group and 42 per cent in the under- 
19-year-old group. 


TABLE IIT. COMPARISON OF THE FREQUENCY 
or TONSIL-ADENOIDECTOMY IN 1943 AND 1951, 
Rocuester, N. Y.* 


PER CENT OPERATED UPON 


AGE—YEARS 1943¢ 1951t 
14 51 61 
15 51 59 
16 58 57 
17 50 55 
14-17 52.5 57.5 
*Source: Dr. Albert D. Kaiser. 


*Based on 40,454 examinations in al) 
schools. 
tBased on 821 


permits. 


minors examined for work 


The late Dr. Albert D. Kaiser (loe. 
cit.) supplied data on the frequeney 
of T and A in Rochester, N. Y., in 
1943 and 1951 (Table IT). The num- 
ber of operations increased from 52.5 
per cent of teenagers in 1943 to 57.5 
in 1951. 

According to the Registrar Gen- 
eral’s report for 1954,? 226.211 T and 
A’s done in National Health 
Service Hospitals. This does not in- 


were 
elude patients operated on in private 
hospitals and nursing homes. 
the number of births in England and 
Wales is about 670,000 a this 
means that one third or 
British children are having T and A’s. 


Since 


year, 
more of 
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The tonsillectomy fad is world-wide. 
Even in faraway India, Wagle’ de- 
plores the frequeney of the operation. 

The Life 
Company has recently published fig- 


Metropolitan Insurance 
ures on the frequeney of admissions to 
hospitals of the dependent children of 
the company personnel (Table ITI). 
T and A’s aeecounted for nearly half 
of the operations in children under 20 
years; the proportion under 10 vears 


exceeded two thirds. 


HospitaL Ap- 
PER- 


ANNUAI 
DEPENDENTS OF 


THE 
1,000 


Tasie III. 
MISSIONS PER 
METROPOLITAN LIFE INSURANCE CoM- 


SONNEI 
PANY, 1954-55* 
ALL TYPES OF TONSILS AND 
SURGERY ADENOIDS 
AGE | FE- | FE- 
( YEARS ) MALES | MALES | MALES | MALES 
0-19 46.2 38.8 21.9 20.7 
0-4 38.7 25.0 17.4 13.6 
5-9 69.3 62.5 47.5 43.7 
10-14 33.3 28.7 7.4 11.3 
15-19 36.1 35.6 4.1 4.6 
*Source Statistical Bulletin, Metropolitan 
Life Insurance Company, April, 1957. 


According to data obtained from 
the Michigan Medieal Service (M M 
S), this plan paid for about 44,000 T 
and A’s in 1955 (12 operations per 
1,000 members). If the frequency of 
operations was the same for persons 
not insured by the M M §, then about 
88,000 T and A’s were performed in 
Michigan in 1955. Sinee the annual 
number of births for the past 10 years 
has averaged about 160,000, this means 
that over half the children in Michigan 
are having tonsilleetomies. 

Le Riche and Stiver™ report that 
the annual rate for T and A in 1955 
was 19.8 per 1,000 members insured in 
the Physician's Services, Ine., Ontario. 
The 
closely with the Metropolitan Life In- 


frequeney by age corresponds 


surance Company data. 
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WHY ARE TONSILS REMOVED? 


An interesting approach to the T 
and A problem was that of Wolman‘ 
who surveyed, by questionnaire, 3,441 
physicians with practices confined 
principally to the eare of children. 
Among the asked was, 
‘*What do vou consider indications for 


questions 
tonsillectomy and adenoidectomy?”’ 
The replies are summarized in Table 
IV. 
Thirteen 
Heading the list is 
chronic otitis media,’’ was in- 
cluded in every physician’s reply. 
Other indications prominently men- 
tioned are mouth breathing or snoring 


due to large size of tonsils or adenoids, 


indications are given. 
““reeurrent or 


which 


recurrent or chronic tonsillitis, early 
hearing impairment, recurrent or 
chronie cervieal adenitis, peritonsillar 
abscess, recurrent or chronie asthma in- 
duced by respiratory infections, *‘tend- 
toward rheumatic fever, reecur- 
infection, and 


eney’’ 
rent or chronie sinus 
recurrent or chronie lung infection. 
Others’ *° have listed more ‘‘indiea- 
such as suppurative sinusitis, 
general underdevelopment associated 
with frequent attacks of adenotonsil- 
litis or excessive adenotonsillar hyper- 
trophy, speech defects associated with 
excessive adenoid and tonsil hyper- 
trophy, foul breath, diphtheria carrier 
state, snoring, high-arched palate, 
pigeon breast, pyelitis, retarded men- 
tal development due to anoxemia, 
nightmares, night sweats, cough, and 


tions’’ 


enuresis. 

In actual practice, the overwhelming 
majority of children are operated upon 
for one or more of three 
parental pressure for the operation, 
large tonsils or adenoids, and frequent 


reasons: 


upper respiratory infections. 
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TABLE IV. 


SIMULTANEOUS | 
TONSILL 
TOMY AND ADE- | TONSILLEC- 
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THE INDICATION FOR TONSILLECTOMY AND ADENOIDECTOMY* 


EC- 
ADEN OIDEC- 


NOIDECTOMY | TOMY ALONE|TOMY ALONE TOTALt 
INDICATIONS (PER CENT) (PER CENT) | (PER CENT) | (PER CENT) 
Recurrent or chronic otitis media 77.2 0.9 21.9 100.0 
Prominent mouth breathing or snoring 
due to large size of tonsils or adenoids 66.9 1.2 19.8 87.9 
Recurrent or chronic tonsillitis 80.1 5.7 0.7 86.5 
Early hearing impairment 58.4 0.9 26.9 86.2 
Recurrent or chronic cervical adenitis 55.4 3.7 0.8 59.9 
Previous quinsy ( peritonsillar abscess ) 47.5 9.1 0.7 57.3 
Recurrent or chronic asthma induced 
by respiratory infections 35.5 0.3 1.7 37.5 
‘*Tendeney’’ toward rheumatic fever 32.8 1.2 4 34.4 
Recurrent or chronic sinusitis 24.5 0.6 5.9 31.0 
Recurrent or chronic lung infection 23.0 0.5 1.2 24.7 
Searred or cryptic tonsils 7.6 1.8 0.1 9.5 
Large size alone 6.2 1.7 1.3 9.2 
Routine 0.5 0.1 0.6 
Others 2.7 0.4 1.0 4.1 


No answer (0.6 per cent) 
Wolman, L., 


“Total” column 
listed 


‘ with the 
portrays 


*Source: 
iThis 
indications 


Despite much 


indiseriminate tonsillectomy 


past 20 vears, parents 


kind permission of the 
the 


relative 


propaganda against 
in 
continue 


the 
to 


press strongly for the operation. There 


is still a widespread impression among 
the laity that it is, in some way, a 


desirable health 


protects against colds. 


measure and that 
Health insur- 


it 


anee plans have fostered the operation. 


Now that it is ‘‘free,’’ 


the physician, 


in considering the need for T and A, 


is no longer deterred by concern 


the eost to the patient and 


about 


conse- 


quently judgments are made with less 


deliberation. 


In this connection, an 


interesting 


observation was made by the American 


Child Health Study Group.* 


found that 28 out of 


They 


29 of the chil- 





dren, taken to a free elinie with their 
school medical examination slips eall- 
ing attention their tonsils, were 
operated on whereas none of the 7 
children who went to private physi- 


to 


cians were operated upon. 
Size of Tonsils and Adenoids.—The 
use by physicians of tonsillar size as an 


author. 
importance ascribed by pediatricians to the 
indieation for operation was investi- 
gated by the Ameriean Child Health 
Association in 1932-1933. The tonsil 
problem was part of a larger survey 
of the effectiveness health 
services. Whereas in the ease of most 
defects—dental, auditory— 


their study was directed toward find- 


of school 


visual, 


ing better ways of correcting defects 
which were discovered, in the ease of 
tonsils the inquiry took a different 
course, namely, toward explaining the 
large number of tonsillectomies. 

A sampling of 1,000 1] 
vears of age, from the publie schools 
of New York City disclosed that 61 
per cent had already lost their tonsils. 


ehildren, 


The remaining 39 per cent were ex- 
amined by a group of school physi- 
cians who selected 45 per cent of these 
for T and A and rejected the rest. 
The rejected children were then re- 
examined by another group of phy- 
sicians, who recommended for opera- 
tion 46 per cent of those remaining 
after the first examination. When the 
rejected children were re-examined a 
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third 44 


was selected for operation, so that 


time, a similar percentage 
after 3 examinations only 65 children 
1,000 had 


been recommended for T and A. These 


out of remained who not 


subjects were not further examined 
beeause the supply of examining phy- 
sicians had run out. 

The study showed that there was no 
the 


estimates of one physician and that of 


eorrelation whatsoever between 
another regarding the advisability of 
operation. The authors therefore eon- 
eluded that the chance of a child's be- 
for operation de- 


ing recommended 


pended principally on the physician 


rather than on the ehild’s health 
status. 

The American Child Health Associa- 
tion study revealed that nurses were 


giving much more attention and time 
to the medical examiner’s tonsil reeom- 
mendation than to other health defeets. 
In a sample of 382 11-vear-old chil- 
defect, 
per cent had had their tonsils removed 


dren with extreme dental 53 


and, in a group of 342 children with 
uncorrected visual defeet, 46 per cent 
» 


had had tonsillectomy. Here were 


groups of children, with extreme 
handieaps for which nothing had been 
done, vet the had had tonsilleetomy. 

A study, not often enough diseussed 
in the voluminous literature on T and 
A, is by 


the late Dr. Joseph Brennemann. 


Epstein'* from the elinie of 
He 
followed 540 children, ranging in age 
from 2 to 13 vears, before and at in- 
tervals for 2 vears after operation. 
He observed no relation between the 
size of the tonsils and the results of 
the operation. Nor could he deteet any 
the the 


amount of easeous 


between size of 


the 


connection 
and 


erypts 
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matter whieh they contained, on the 
one hand, and the results of the opera- 
tion, on the other. Buried tonsils were 
no different from others in the type 
or severity of preoperative symptoms, 
in the rapidity of recovery from the 
operation, or in the final results. 

In 152 of 
the tonsils were studied. 


the children, histologic 
sections of 
Practically all showed some degree of 
infection or connective tissue sears or 
both. There 


tween the histologic appearance of the 


was no correlation be- 
tonsils, the type or severity of the pre- 
operative symptoms, or the result of 
‘*Whether the tonsils 


were buried, eryptie, smooth, large or 


the operation. 


small, bore no relation to the preopera- 
tive symptoms or to the degree of sue- 
cess of the operation.’ For example, 
some healthy-looking children with no 
complaint exeept mouth breathing had 
tonsils which were riddled with ab- 
scesses and sealed off with sear tissue. 
Conversely, other children with an al- 
most constant complaint of sore throat 
accompanied by severe systemic reae- 
tions, had almost normal tonsils. 

No 
the size of 


correlation found between 


the adenoids, determined 


was 


by digital examination under anes- 
thesia, and the results of operation. 
Although all the children with almost 
completely obstructed nasopharynges 
suffered from some degree of mouth 
breathing, a surprising finding was the 
sizable number of children with only 
slight narrowing of the nasopharynx 
who were also mouth breathers. Of 37 
children with practically no obstrue- 
tion in the retropharyngeal space, 20 
showed some degree of mouth breath- 
ing and 11 were almost constant mouth 


breathers. 
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Even more surprising was the fact 
that these children were frequently 
eured of mouth breathing by the 
operation. Six of the 11 children who 
had little nasopharyngeal narrowing 
on digital examination and whose ade- 
noids on removal were small but who 
were constant mouth breathers were 
completely cured and 2 others were im- 
proved by operation. 

Epstein concludes that the appear- 
anee of the tonsils should never in- 
fluence one’s judgment as to the wis- 
dom of removing them to improve the 
child’s health. ‘‘The physician does 
not know an infected tonsil when he 
sees one.”’ 

Respiratory Infections ——Probably 
the most common reason why tonsils 
are removed, regardless of the indica- 
tions listed by physicians, is to prevent 
or reduce the incidence of respiratory 
infections. Yet all available evidence 
shows that the operation neither pre- 
vents nor significantly reduces the in- 
cidence of these troublesome ailments. 
Gafafer,* in 1932, observed no sig- 
nificant difference with respect to the 
frequeney, severity, or type of attack 
of disease of the upper respiratory 
tract in tonsillectomized and nonoper- 
ated persons. 

A pioneer study of the effect of T 
and A on the health of children was 
reported by Kaiser in 1931'* and again 
in 1940.7 He compared the health of 
2 groups of children. One group had 
had the tonsils removed, the other had 
been recommended for T and A but, 
for one reason or another, had not 
been operated on. 

Kaiser, in a 10-year follow-up study, 
observed a reduction in the frequency 
throat after 


of tonsillitis and sore 


operation which persisted during the 


entire period of study. For a period 
of 3 years after operation, the sur- 
gically treated children enjoyed great- 
er freedom from colds but during the 
next 7 years the children who had had 
operations actually had more colds 
than the unoperated group. 
concludes that, on the whole, the chil- 
dren who were operated on showed 
only a slight advantage over the un- 
operated and that the advantage could 
not be considered statistically signifi- 


Kaiser 


eant. 

The incidence of 
bronchitis was greater in the tonsil- 
in the nonoperated 


pneumonia and 


leetomized than 
group. 

A major source of error in Kaiser’s 
work was that he had to rely on evi- 
dence given by the This 
souree of error has been eliminated in 


parents. 


the more recent studies. 

A eareful study of the effeet of T 
and A on the health of 909 girls from 
well-to-do families attending a large 
boarding school in England was re- 
ported by Paton,’* in 19438.  Fifty- 
seven per cent of these girls had had 
their tonsils removed. In 57 (6.3 per 
cent) the tonsils alone had been re- 
moved and in 24 others (2.6 per cent) 
only the adenoids. 

Pharyngitis was equally common in 
the operated and nonoperated group. 


Common colds were more frequent 
among the tonsilleetomized. Pneu- 


monia and pleurisy were rare in both 
groups but were more frequent in the 
operated group. 

Though tonsillitis was less frequent 
in the operated group, acute bronchitis 
was more frequent and caused more 
days lost than were gained by freedom 
from tonsillitis. Removal of tonsils 
alone protected against tonsillitis but 





346 


THE JOURNAL 


seemed to be responsible for an in- 
Ade- 
noideetomy seemed to reduce the lia- 
bility to the usual respiratory infee- 
tions but it increased the susceptibility 
to acute otitis media and failed to pre- 


crease in respiratory infections. 


vent recurrences. 

As part of a study of respiratory ill- 
ness in in West- 
chester County, N. Y., Mertz’® visited 
99 


-_ 


two communities 
families every 28 days during 3 school 
years, September to June, 1946-1949, 
and inquired about acute respiratory 
illness during the preceding 4 weeks. 
Aeute respiratory ineluded 
head colds, colds without sore throat, 
throat, colds 


disease 


tonsillitis, septie sore 
with chest involvement such as trache- 
itis and bronchitis, and influenza or 
Patients were divided by oe- 


The 


communities are prosperous ones and a 


grippe. 


ecupational class, sex, and age. 


high order of medical eare could be 


expected. 


Mertz found that the ineidence of 
respiratory disease in each of the 
groups was similar regardless of 


not the tonsils had been 


Tonsillitis and sore throat 


whether or 
removed. 

3 per cent of the total 
In the 5- 18- 
these conditions 


aeeounted for 


respiratory illness. to 
year-old group two 
were about one and one-half times as 
frequent in the children with tonsils 
as in those whose tonsils had been re- 
After age, the 
incidence was about the same in both 


moved. 19 years of 


groups. Disabling respiratory illness, 
that 
ruption 


illness whieh caused an inter- 
in the usual daily work or 
activities, in frequeney 
whether the tonsils had been removed 
After age 40, individuals with 


is, 
was similar 


or not. 


tonsils removed had a higher incidence 
of disabling respiratory illness. 
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The relation of T and A to the fre- 
queney of common respiratory infec- 
tions was studied by MeCorkle, 
Hodges, Badger, Dingle, and Jordan.”° 
No differences were found in the age- 
specific as well as age-adjusted rates 
for common respiratory infections in 
children with and without tonsils. 

During the course of the study, 26 
children had their tonsils removed. A 
comparison of the actual number of 
respiratory infections for 3 years after 
tonsillectomy and the expected num- 
ber of infections had they not been 
operated on showed that T and A did 
not materially alter the average inci- 
dence of respiratory infection in this 
group. The average rate among the 
26 youngsters who were operated on 
had been higher than expected for 
several years before operation and con- 
tinued to be higher than expected 
after operation. 

Crookes”? reported the results of T 
and A in 50 conseeutive operations on 
doctors’ children. The operations were 
performed over a period of 10 years 
or so and the results were judged by 
replies of the physician parents to a 
questionnaire. He found a reduction 
in the ineidenee of tonsillitis and sore 
throat, otitis media and deafness, cer- 
vieal adenitis, colds, nasal obstruction, 
nasal discharge, chest infections, and 
eough. General health was improved 
in 35 out of the 50 children. The re- 
sults are far and away the most favor- 
able in the literature. The study suf- 
fers from the lack of a control group, 
failure to consider the age factor in 
the changing incidence of respiratory 
infections, and reliance on the reports 
of parents, often gathered several 
years after operation. If the study 
proves anything at all, it is that doe- 
tors are as gullible as anybody. 








~~ Oo 





MEDICAL PROGRESS 347 


Otitis Media.—Reports of the effect 
of T and A on otitis media are ineon- 
elusive. During the 3-year period after 
T and A, Kaiser™ found that otitis 
media was only about half as frequent 
as in unoperated children of the same 
age, but during the next 7 years those 
in the unoperated group fared as well 
as and even a little better than those 
operated upon. It is Kaiser’s view that 
the operation benefited the younger 
children who were subject to otitis 
media. 

Paton,’*® in his follow-up study in 
adoleseent girls at a boarding school 
in England, coneluded that the opera- 
tion had an adverse effect on ear in- 
fections. Adenoidectomy increased the 
liability to aeute purulent otitis media. 
Reeurrent attacks were seldom pre- 
vented and primary attacks were more 
frequent. 

In spite of the inconclusive results 
in the literature, every physician who 
responded to Wolman’s survey listed 
recurrent or chronie otitis media as an 
indication for operation and 21.9 per 
eent reeommended adenoidectomy 
alone. 

Cervical Adenitis—In Kaiser’s ex- 
perience, cervical adenitis was favor- 
ably influenced by operation. Accord- 
ing to Paton, acute cervical lym- 
phadenitis was more frequent in the 
operated children. 

Rheumatic Fever—Kaiser™  con- 
cludes: ‘‘The surgical treatment of 
the tonsils, regardless of the age of 
the child, offers no certainty of pre- 
venting this infection and apparently 
does not reduce the number of recur- 
rences. The clinical improvement in 
many eases has justified the operation, 
and the somewhat meager statistical 


data at hand in the Rochester study 
suggest that fatal carditis was noted 
less frequently in the tonsillectomized 
group.”’ 

It is no longer customary for pedia- 
tricians specially interested in rheu- 
matie fever to recommend T and A as 
a routine prophylactic measure. Never- 
theless, 34 per cent of the physicians 
Wolman 
“*tendeney to rheumatie fever’’ as an 


surveyed by considered 
indication for operation. 

General Effects—T and A had no 
influence on the weight of the girls in 
Paton’s study. Girls of exceptionally 
low weight and height were as fre- 
quent among the operated as the un- 
operated groups. As for illness from 
all eauses, the girls who had _ been 
operated on averaged somewhat more 
time lost from school (average, 20.6 
days) than did those not operated 
upon (18.5 days). 

Hearing.—Even the most conserva- 
tive physicians regard a conductive 
type of hearing impairment as an in- 
dieation for adenoidectomy. However, 
many years ago, Crowe and Burnam** 
pointed out that the operation for T 
and A was inadequate as a method 
for removing lymphoid tissue about 
the orifices of the Eustachian tubes or 
for preventing ear infections, and they 
advocated irradiation of the hyper- 
trophied lymphatie tissue in the neigh- 
borhood of the Eustachian orifices. The 
patients were first operated on, sinee 
irradiation of the nasopharynx is not 
as satisfactory if carried out in the 
presence of large masses of lymphoid 
tissue. 

Early reports®* on the effects of ir- 
‘adiation on hearing were favorable, 
especially in children. These reports 
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failed to take into account the spon- 
taneous improvement which takes 
place in untreated children. 

Bordley and Hardy** studied the 
changes in hearing acuity following 
the treatment of nasopharyngeal 
lvmphoid tissue by irradiation. They 
found that irradiation produces a bet- 
ter reduction in the lymphoid tissues 
and is more effective for this purpose 
than the usual adenoidectomy. 

An improvement in hearing acuity 
took place in both the treated and eon- 
trol groups. The improvement was 
slightly greater in the treated group 
but it was not large enough to be 
statistically significant. The authors 
point out that if one depended on 
data assembled from the treated group 
alone (without a control group) a 
falsely optimistie interpretation of the 
results of irradiation might be made. 
They attribute the spontaneous im- 
provement to the normal process 
whereby lymphoid tissue decreases as 
puberty approaches; to improved hy- 
viene and care during infections, espe- 
cially in the study group; and, finally, 
to the factor of experience in the use 
of the audiometer by repeated testing. 

Evidently, then, even after metieu- 
lous reduction of retronasal lymphoid 
tissue by radiation, the effeets on eon- 
duetive-type hearing losses are equivo- 
eal. 

Alli roy. 
interested in allergy, are cautious in 


Pediatricians, especially 
their approach to the T and A prob- 
lem. Dr. Lewis Webb (loc. eit.) 
writes: *‘Removal of tonsils and ade- 
noids is rarely indieated beeause of 
the allergie symptoms alone, i.e., hay 
fever, perennial rhinitis or asthma. In 
the main the indications are the same 


as for any child without respiratory 


allergy. Improvement of allergic re- 
spiratory symptoms does not usually 
follow operation except when a large 
adenoid mass is obstructing the retro- 
pharynx or when the adenoid is a 
focus of infection with continued or 
intermittent purulent nasal discharge. 
The tonsils and adenoids should never 
be excised in allergie children during 
the hayfever season. Removal at this 
time may favor the development of 
hayfever or, if the patient already has 
it, make it worse. According to my 
experience over the years, T and A 
will not prevent ordinary colds in al- 
lergie or other children.’’ 

Dr. Bret Ratner (loc. cit.) expresses 
similar views. ‘‘In an allergie child 
the tonsils and adenoids should not be 
removed until the allergie disease is 
well under control. Otherwise infee- 
tion of regrown tonsillar and _ post- 
pharyngeal lymphatic tissue will tend 
to precipitate asthmatie attacks or ag- 
eravate them. If the operation seems 
essential it should not be done in an 
allergic child during the spring and 
summer months prior to or during pol- 
lination.’’ 

Glaser®® concludes, from a review of 
the literature and from his own ex- 
tensive experience, that a T and A 
done during the pollinating season 
may lead to the development of bron- 
chial asthma. The operation, when 
necessary, should be done during a 
pollen-free period. Any child requir- 
ing a second T and A is an allergic 
child. Young children, 3 vears old or 
less, with obstructive nasopharynx, are 
allergie. 

Dr. James C. Overall (loe. eit.) 
states: ‘‘About eight vears ago, I re- 
viewed the records of 100 consecutive 
children with asthma seen in private 
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practice who were sufficiently ill to 
warrant skin testing. For various rea- 
sons, 35 of them had T and A. Of 
the 35, 33 by my as well as the moth- 
ers’ observations, were worse with 
their hayfever and asthma after the 
T and A. 
tion in allergic children are not too 
different from the non-allergie except 
that they require much more careful 
evaluation. Too many T and A’s are 
done for ‘eolds’ and for numerous 


The indications for opera- 


other poorer excuses.’’ 


HAZARDS OF T AND A 


Mortality —Cautious surgeons re- 
gard the operation for T and A seri- 
ously. MeKenzie,*° Surgeon at the 
National Throat, Nose and Ear Hos- 
pital, London, considers hemorrhage 
to be the greatest danger during opera- 
tion. It is especially to be feared if 
there has been a recent throat infee- 
tion or a peritonsillar cellulitis with 
secondary peritonsillar fibrosis. He 
cautions against operating on anyone 
whose temperature on the eve of the 
operation is over 99° F. 

A danger during recovery from the 
anesthesia is asphyxia from falling 
back of the tongue. Hemorrhage con- 
tinues to be a hazard for 24 hours 
after operation, rarely later. 

Slater and Stephen?* warn that 
anesthesia for T and A should not be 
considered a minor event. The respon- 
sibilities of the anesthetist are perhaps 
greater than with many other surgical 
procedures. They recommend having 
the patient come into the hospital the 
night before the operation, thus mak- 
ing a 2-day hospital stay. The greatest 
threat is anoxia. Sometimes the cause 
is cessation of respiration as a reflex 
response to the irritant vapor, Other 


mechanisms are obstruction of the 
larynx by dropping back of the tongue, 
a narrow aperture between the vocal 
cords, and reflex laryngeal spasm on 
withdrawal of the tube. They warn 
against the use of ethyl chloride which 
may induce respiratory and cardiac 
arrest. Before starting the anesthesia, 
loose teeth should be looked for and 
extracted, if possible, because of the 
danger of aspiration. 

Dr. E. A. Rovenstine, Professor of 
Anesthesiology at the New York Uni- 
versity Post Graduate Medical School, 
states (loe. cit.) : ‘‘Tonsilleetomy dur- 
ing childhood is regarded by many as 
a minor surgical procedure and the 
task of providing anesthesia is often 
delegated to junior members of the 
anesthesia staff. This factor alone has 
contributed to the morbidity and the 
acknowledged, although low, mortality. 

‘The problems confronting the an- 
esthetist during T and A are ehar- 
acteristic of all surgical manipulations 
that involve the respiratory airways. 
When these are attacked directly, as 
they are during tonsillectomy, it is 
the anesthetist’s responsibility to pro- 
tect the lower respiratory tract from 
obstruction and from aspiration of 
foreign material. At the same time he 
must provide a funetioning airway 
that permits adequate, continuous re- 
spiratory ventilation. During tonsillee- 
tomy the anesthetist’s efforts are 
handieapped by the presence of the 
surgeon’s hands and instruments, as 
well as blood and secretions. Further- 
more the degree of anesthesia requires 
the obtundation of pharyngeal reflexes 
to permit adequate and convenient 
surgery. 

‘*Considerable patience, skill and 
time are needed to avoid the psyehie 
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trauma engendered by a_ surgical 
operation in this age group. Fre- 


quently neither is available for reasons 
of economy in terms of time or income. 
The psyechie distress produced by the 
operation is not often given its due 
importance in assessing postoperative 
morbidity. 

‘Anesthesia for tonsillectomy is by 
no means a minor procedure and the 
morbidity and mortality experienced 
every vear is not insignificant.”’ 

In 1954, Beecher and Todd** 
ported the results of a cooperative 
study of death from anesthesia. The 
data, gathered during the 5-year pe- 
riod, 1948-1952, at 10 university hos- 
pitals seattered throughout the coun- 
try, consisted of 559,548 anesthesias. 


re- 


The over-all death rate from anesthesia 
1:1,560. in 


which anesthesia was a primary cause 


was This ineludes eases 
or a prominent contributing cause. 

It is noteworthy that the study was 
made in university hospitals chosen 
for the excellence of their departments 
of anesthesiology. Had it been possible 
to data 
thesias given by the less expert, in 


obtain aeeurate about anes- 
smaller eenters, or in doctors’ offices 
the 


are not readily available, the propor- 


where facilities for resuscitation 
tion of deaths would probably be econ- 
siderably higher. 

The highest death rate took place 
during the first deeade. Though they 
received only 9 per cent of all the 
anesthesias, 20 per cent of the deaths 
were in children under 10 years of 
age. 

MeKenzie* ‘*Before the 
late war the mortality (from T and 


A) eited 


States: 


for one London eentre was 


| in 1,000 but figures do not accurately 
reflect the difficulties, nor do they re- 
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cord the conditions in small hospitals, 
where both and 
may be less skilled than in a main 


surgeon anesthetist 


eentre.’’ Wolman,* basing his conelu- 
sions on the replies of physicians to a 
questionnaire, estimates that the mor- 
tality from T and A is about 1 per 
In the United States 
during the nineteen twenties the num- 


1,000 operations. 


ber of deaths reported varied from 73 


’ 


to 116 each year.*® This amounted to 
about 15 per cent of all deaths from 
anesthesia. About the same number of 
children died each year in England 
chloroform used. 
1951, estimated that about 
80 children lose their lives each year 
in England and Wales as a result of 
the operation. 


where was widely 


Gale,*’ in 


In 1954, at the Laryngologieal See- 
tion of the Royal Society of Medicine 
in London, the opening speaker*' said 
that, in 1952, 47 deaths were attributed 
to tonsillar and adenoidal hypertrophy 
in England and Wales. In 42 of them 
T and A appeared on the death cer- 
tifieates. In 10 children, ranging in 
age from 8 months to 9 years, autopsy 
revealed, as causes of death, asphyxia 
from aspiration of blood, eardiae fail- 
ure secondary to pulmonary collapse, 
lungs and 
emphysema, and hemorrhage. 


overdistended mediastinal 

Accurate data on deaths from T and 
A have been compiled by Dr. Morris 
Greenberg, Director of the Bureau of 
Preventable Diseases, New York City 
(loe. cit.). In order to eliminate the 
possibility that deaths from T and A 
are eoneealed under other diagnostic 
categories, he investigated all deaths 
in children one to 14 years of age in 
New York City where the cause of 
death might coneeivably be related to 


the operation. Ineluded, for example, 
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in addition to T and A, were deaths 
from pneumonia, bronchitis, and heart 
Deaths attributed to 
conditions as accidents or cancer were 
looked In all, 648 deaths 


were investigated. The charts of pa- 


disease. such 


not into. 
tients dying in hospitals were reviewed 
and notations on tonsilleetomies per- 
formed during the previous 6 months 
were recorded. If a child died at home, 
the private physician was consulted. 

The death 


eause of 


Ten deaths were found. 
certificates had the 
death as hypertrophied tonsils and 
adenoids with mention of the opera- 
tion in all but one child. There were 
5 additional deaths in children who 
had had a tonsillectomy from 2 weeks 
to 3 months previously, but a causal 
relation between the operation and the 
death could not be definitely estab- 
lished. Greenberg’s data indicate that, 
in New York City, deaths from tonsil- 
lectomy are accurately recorded, if 
deaths from hypertrophy of tonsils 
and adenoids are included as tonsil- 
lectomy deaths. 


given 


In the previous 5 years, 1951-1955, 
46 deaths from tonsillectomy in chil- 
dren under 15 years of age were re- 
eorded in New York City. The total 
number of deaths from diphtheria, 
mumps, rubella, searlet fever, typhoid 
fever, varicella, and whooping cough 
in the same period totalled 32. If all 
ages are included, there were 58 deaths 
from tonsillectomy and 45 deaths from 
the other diseases mentioned above. 

In New York City, then, from 9 to 
10 children under 15 age 
died each year from T and A during 
the An additional 2 
persons, 15 years and over, also sue- 
ecumbed, making a total of about 12 
deaths a year. 


years of 


past 6 years. 


In Upstate New York, which in- 
eludes all of New York State except 
New York City, 70 deaths from T and 
A were recorded during the 7-year 
period, 1949-1955, an average of 10 
deaths a year. Thus, for the State of 
New York, as a whole, the total num- 
ber of deaths from T and A during 
recent yvears has been about 22 per 
vear. 

Mortality data for the United States, 
1950-1955, are shown in Table V. In 
international listing, deaths are re- 
corded under ‘‘Hypertrophy of Ton- 
sils and Adenoids’’ with and without 
mention of tonsillectomy or adenoid- 
ectomy. Hypertrophy of tonsils and 
adenoids can hardly be considered a 
death. Greenberg’s study 
indieates that listed 
‘‘Hypertrophy of Tonsils and 


eause of 
under 
Ade- 


are probably due to tonsil- 


deaths 


noids*’ 
adenoidectomy. 


TABLE V. THE NUMBER OF DEATHS FROM 

“TIYPERTROPHY OF TONSILS AND ADENOIDS” 

AND ‘*‘ TONSILLECTOMY OR ADENOIDECTOMY.’’ 
Unitep States, 1950-1955* 


| WITH 
HYPERTROPHY TONSILLECTOMY 
OF TONSILS AND OR ADENOIDEC- 


ADENOIDS t TomMyt 

1950 339 305 —~C—t—~*# 

1951 317 287 

1952 346 304 

1953 329 307 

1954 254 236 

1955 220 206 

*Source: U. S. Vital Statistics, Dept. 
Health, Education and Welfare. 

tInternational List No. 510. 

tInternational List No. 510.1. 

The number of persons dying from 


the operation in the United States 
varied from a high of 346 in 1952 to 
220 in 1955. There has been a notable 
drop in the number of deaths during 
the last 2 years (1954-145) for which 
data are available. 
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The T and A death rates vary mark- 
edly from state to state (Table VI). 
New York, though the most populous 
state, has less operative deaths than 


California and Pennsylvania. The 
highest death rates are reeorded for 
lowa, Oklahoma, and Colorado. The 


3 states with the lowest rates are Con- 
nectieut, Massachusetts, and Kentucky. 


HIGHEST AND 

** HYPER- 

UNITED 
Popt 
Port 


TABLE VI. STATES WITH 
Lowest CrupeE DeatH RATES FROM 
rkROPHY OF TONSILS AND ADENOIDs.’’ 
STaTes, 1951-1955. (ESTIMATED FOR 
LATION AS OF 1950; Sratres WIiruH 

LATION OF 2 MILLION OR OVER ONLY 
1,000,000 


DEATHS PER POPULATION 


HTiahest Mortality Lowest Mortality 
States States 

Iowa 3.7 New York 1.4 
Oklahoma 3.6 Virginia 1.3 
Colorado 3.5 Kentucky 1.2 
California 3.7 Massachusetts 1.1 
Mississippi 2.3 Connecticut 0.7 

*Source Ss Vital Statistics, Dept. 
Health, Educatior ind Welfare. 

The distribution of deaths from 
‘‘Hypertrophy of Tonsils and Ade- 
noids’’ for the years, 1950-1955, by 
age is shown in Table VII. Ejighty- 


one per cent of the deaths took place 
in children and adolescents under 20. 
The life for 


the operation is the first 5 years. A\l- 


most hazardous time of 
though approximately 3 times as many 
T and A’s are done during the 5- to 
9-vears age period as during the under- 
Table IIT), 
the 2 age 


This means 


5-vears age period (see 


the number of deaths in 


periods is about the same. 


Taste VIT. Tue NuMBER or DeatTHs FROM 
BY AGE. 

UNDER 5 5-9 10-14 
1950 106 120 14 
1951 105 111 23 
1952 124 129 18 
1953 132 135 19 
1954 108 89 15 
1955 86 86 14 


*Source 


Vital Statistics of U. S. Department of Health, Education and Welfare 
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outeome is 
ehildren 


fatal 
great in 


that the risk of a 


about 3 


times as 
under 5 as in those 5 to 9 years old. 

Hingson, Cull, and Witzeman* re- 
port a disproportionately high death 
rate from anesthesia among Negro pa- 
tients of all ages. They eall attention 
to the fact that the skin pigment makes 
it difficult to recognize evanosis and 
pallor. No racial difference in 
death observed by 
and their 


anes- 
rate Was 
Todd** in 


thesia 
Beecher large 
series. 
Poliomyelitis —A 
tween bulbar poliomyelitis and tonsil- 


relationship —be- 


leetomy has been suspected for many 
vears. One of the earliest to mention 
this phenomenon was Sheppard,** in 
1910. 

In 1928, Aver** reported his observa- 
tions on the relative frequeney of bul- 
following tonsillee- 


bar poliomyelitis 


tomy. At the same time, Aveoek and 
Luther® were earrving out their ex- 
studies in Massachusetts and 
Vermont. Out of a total of 714 pa- 
tients with poliomyelitis they were able 
to find 36 in whom the tonsils had been 
removed within a vear of the onset of 
illness. In 16 of these the attack took 
place within a month after operation 
and 9 of these were bulbar. The high 
proportion of bulbar involvement so 
shortly after T and A led them to 
conelude that a causal relationship ex- 


tensive 


ists. 


‘* HYPERTROPHY OF THE TONSILS AND ADENOIDS’’ 
Unrrep States, 1950-1955* 


AGE——-YEARS 


15-19 20 AND OVER ALL AGES 
18 a 339 
15 63 317 
10 65 346 
12 41 329 
11 31 254 
2 32 220 
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The conclusions of Aver and of Ay- 
cock and Luther have been amply con- 
Table VIII, adapted from Ay- 
eock,*® summarizes the studies made by 
a number of different workers up to 
the 1942 and 
shows the much greater susceptibility 


firmed. 


time of his report in 
to bulbar poliomyelitis after a recent 
T and A. Of 170 eases of poliomy- 
elitis oceurring within 
a T and A, 121 or 71 per cent were 
bulbar or bulbo-spinal. Of 45 
occurring 30 to 60 days after operation 
the involved in 


only 20 per cent. 


30 days after 
cases 
were 


eranial nerves 


TABLE VITI. THe Type or POLIOMYELITIS 
FOLLOWING ‘TONSILLECTOMY 
(AFTER AYCOCK36) 
TONSILLECTOMY | TONSILLECTOMY. 
WITHIN 30 DAYS 30-60 DAYS 
NUMBER NUMBER 
OF PER OF PER 
CASES | CENT | CASES | CENT 
3ulbar > moet © 18 
Bulbo-spinal 22 13 1 2 
Spinal 22 13 30 67 
Nonpara- 
lytic 20 12 1 2 
Unknown 7 4 5 11 
Total 170 100 45 100 
Additional epidemiologie evidence 
since Ayeock’s summary report has 


been published by Luechesi and La- 
Boeeetta®’ and by Siegel, Greenberg 
and Magee.** Luechesi and LaBoe- 
eetta found that the tonsils and ade- 
noids had been removed in a signifi- 


cantly high percentage of patients 
with bulbar and bulbo-spinal polio- 
myelitis. They regard loss of the ton- 


and adenoids, regardless of the 


time of operation, as inereasing the 


sils 


risk of cranial nerve involvement. 
The study of Siegel and co-workers 
was based on 6,524 cases of poliomye- 
litis reported in New York City over 
1944-1949. Their 


eareful observations showed that the 


the 6-year period, 


wy 
- 
~~ 


pereentage of bulbar paralysis was 


significantly higher than expected 


among post-tonsillectomized persons 


within one month after operation. The 
results from one to 5 months after 
operation were suggestive but not con- 
elusive. There seemed to be no rela- 
tionship 6 to 12 months after opera- 
tion. They also found a higher ease 
fatality rate during the first 2 
after operation. Their 


led them to econelude further that ton- 


months 


observations 


silleetomy predisposes to the develop- 
ment of the elinieal symptoms of all 
forms of poliomyelitis. This was also 
the conclusion of Faber*® and of Top 
and Vaughan.*® 

Further evidence of the relationship 
between T and A and bulbar polio- 
mvelitis is revealed by the tragie ease 
history of the K family, studied by 
Francis and his eo-workers.*? On Aug. 
2”, 1941, 5 of the 6 children of the K 
family in Akron, Ohio, were operated 
on for T and A. Four of the children 
also had teeth extracted. By Septem- 
ber 5, 14 days later, the 5 children 
who had been operated on were acutely 
ill, they all shortly developed bulbar 
poliomyelitis and subsequently 3. of 
them died. The parents and the ehild 
who had not been operated upon re- 
mained well. At this time, Akron, 
a city of 270,000, was relatively free 
of poliomyelitis, only 2 eases having 
oceurred prior to the onset in the K 
family. 

After an extensive epidemiological 
study, the authors coneluded that the 
souree of infection was a cousin from 
a distant city with whom the children 
weeks before the 
onset of their illness. The K children 
were carrying the virus at the time of 
incited 


had visited several 


operation and the operation 
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invasion of the central nervous system 
in the 5 children while the unoperated 
child The operation 
seemed to transform a mild infection 


remained well. 


without elinieal manifestations into a 
They re- 
ecard their observations as confirming 
the danger inherent in T and A dur- 
ing the season when poliomyelitis oce- 


severe, highly fatal disease. 


eurs even though it is not epidemie in 
a community. 

Sabin*? was able to produce bulbar 
poliomyelitis in monkeys by injecting 
virus into the tonsillo-pharyngeal re- 
He that the tonsillo- 


pharyngeal region is more sensitive to 


gions. found 
poliomyelitis virus than, for example, 
the abdominal eutaneous or subeutane- 
ous tissues. Thirteen out of 16 mon- 
keys, receiving virus injected into the 
tonsillo-pharyngeal region, developed 
of the nuclei of the cranial 
nerves, while these structures were af- 


disease 


fected in only 15 out of 250 monkeys 
injected elsewhere. He regards the 
high ineidence of the bulbar type of 
the disease after tonsillo-pharyngeal 
injection as due to progress of the 
virus along the loeal peripheral nerves. 

Beeause he was unable to produce 
poliomyelitis in monkeys by applying 
virus immediately to the operative 
wound, while the disease developed 
following injection into the tonsillar 
region, Sabin inferred that, in the hu- 
man being, bulbar poliomyelitis would 
develop only when the virus was al- 
ready present at the time of operation 
rather than as a result of postoperative 
contamination. 

Septicemia.—In a_ recent paper, 
Rhoads, Sibley, and Billings** report 
positive blood eultures after T and A 


28 per cent of a group of 68 cases. 


in 2 
The frequeney of bacteremia was re- 


intramuscularly injected 


by 


dueed 





OF PEDIATRICS 
penicillin for 4 to 10 days before 
operation. No protection was afforded 


by shorter penicillin administration or 
Although, in their 
series, the organisms recovered were 


by oral penicillin. 


nonpathogens others have observed the 
onset of subacute bacterial endocardi- 
tis and septicemia after operation for 
T and A.** It is true that these are 
‘are complications ; but, when so many 
operations are done, the absolute num- 
ber is probably sizable. 

Psychologic Trauma.—In most in- 
stances, an operation for T and A 
represents the child’s first separation 
from the home as well as his first ad- 
mission to a _ hospital. Coleman* 
points out that the child, often through 
some ruse, is brought to the hospital 
where he is surrounded by strange, 
white-robed people. His reaction is 
one of terror and confusion. He is 
resentful at having been lied to and 
tricked and he is distrustful of his 
parents who have deceived him and 
are now deserting him. The operating 
room and the anesthetic intensify his 
terror and his sense of separation. 

But even under the most favorable 
circumstances for a child to leave home 
and go to a hospital is a disagreeable 


and frightening experience. The psy- 
chologie reaction to the operative 


situation varies. It is true that most 
children forget their disagreeable hos- 
pital stay quickly and are none the 
worse for it. But a sizable proportion 
show alterations in behavior, principal- 
ly fears, negativism, and family an- 
tagonisms. A consequence may be 
fear and distrust of doctors. Coleman 
regards the psychic trauma which 
some children sustain from tonsillee- 
tomy to be as much a complication as 
is postoperative hemorrhage or infec- 
tion. 
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Langford** has observed that severe 
anxiety states may be precipitated by 
the shock of operation. In 6 out of 
20 children anxiety 
states, the condition was definitely re- 
lated to tonsillectomies under ether 
anesthesia. The child as a rule had 
been poorly prepared for the opera- 
tion, the anesthetic, and the separation 
from the parents. The attacks began 
about a month after operation and 5 
of the 6 children deseribed them as 
‘*just like having ether.”’ 


suffering from 


being 

Levy** was impressed by the number 
of eases of fears, anxieties, and other 
symptoms which followed an operative 
procedure, usually a_ tonsillectomy. 
Out of a group of 124 children who 
had had operations, 25 (20 per cent) 
residual emotional disturb- 
Although postoperative symp- 


showed 
ances. 
toms oecurred at all ages, they were 
most frequent in the one- and 2-vear- 
old groups. attributes the 
greater reactivity of voung children 


Levy 


to their greater dependence on home 
and mother, their lack of experience 
outside the home, and their inability 
to comprehend what is taking place. 
In addition, they are poorly equipped 
to handle anxiety. Unlike older chil- 
dren, they are unable to play out their 
anxiety with toys, because they do not 
yet possess the words, coneepts, and 
the skill For the 
child an operation is a raw and brutal 


required. young 


experience, the reason for which he 
cannot comprehend. 

It is of that, in 
13 of the 25 children who de- 
after 
deviations 


interest Levy’s 
series, 
untoward reactions 


had 


from normal behavior before. 


veloped 
operation shown no 
The types of postoperative reaction 


most frequently observed by Levy 


were night terrors, fears, dependency, 


and negativism. Most of the children 
with night terrors were 18 months of 
age or younger. In this group the 
night terrors were all of long dura- 
tion, extending over months or vears. 
Negativistie reactions oceurred prin- 
cipally in children 5 years old or older 
and eonsisted of such spiteful behavior 
against the as disobedience, 
temper 


structive behavior. 


parents 
tantrums, defiance, and de- 
Dependeney reactions, consisting of 


clinging to the mother, refusing to 
leave her side, insisting on knowing 
where she is going and when she will 
return home, are so common after 
operation as to be considered normal. 
Oceasionally, however, the manifesta- 
tions may be exaggerated to an ab- 
normal degree. 

The most frequent fears in Levy's 
group related to darkness, doctors and 
nurses, and strange men. He attrib- 
utes the fear which many ehildren ex- 
perience in the dark to fear of un- 
known things that may happen and to 
being separated from the 
mother. This latter is directly related 


to the degree of dependency on the 


fear of 


mother and, when severe, may lead to 
insomnia. The child 
operated upon may find darkness bad 


who has been 
since ‘‘they put vou to sleep and then 
bad things happen to yvou.’’ 

THE COST OF T AND A 

Only a rough estimate can be made 
of the cost of T and A to the nation 
since there are no accurate data on the 
number of operations performed and 
since methods of ecaleulating hospital 
costs vary so widely. 

T and A in a hospital requires a 
hospital bed for 1 or 2 days (1.3 days 
for children under 10 years, about 1.6 
days for older children aceording to 
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the Metropolitan Life Insuranee Com- 
pany experience**), the time and skill 
of doctors, nurses, and anesthetists, 
auxiliary help, use of the operating 
room, and use of equipment and ma- 
terials. Sinee the operation is an elec- 
tive one it is not performed—in New 
York City at any rate—on week ends 
or holidays. Therefore beds for T and 
A are used only 5 days a week or, 
account holidays, about 
Moreover, now that 
operations are not done during 4 
months, June through October, beds 
for T and A patients are actually used 
only two thirds of 250 days or about 
167 days. Another 
that, sinee the operation is no longer 


taking into 


250 days a year. 


consideration is 


done during the summer months when 
general pediatrie wards are apt to be 
light but, instead, during the winter 
months when the beds are likely to be 
filled with children having infections, 
the pressure on bed space is greater 
than ever. 

The data of Siegel, Greenberg, and 
Magee® can be used to ealeulate the 
hospital space necessary for T and A 
in New York City in 1949. <A total of 
53,007 T and A’s were done in 
If each child required 1.3 days 
of hospital stay, this means 68.909 
At the rate of 167 hos- 
pital days per bed per vear, it would 
require the equivalent of a 400-bed 
hospital merely to care for T and A 
patients in New York City. 


hos- 


pitals. 


hospital days. 


In view of these considerations it 


does not seem exeessive to ealeulate 


the cost of a tonsilleetomy—regardless 


at $100. At this 


of who pays for it 


rate the cost of the 53,007 T and A’s 
in New York City, in 1949, would be 
about $5,300,000. 
inelude the sizable number of opera- 


This sum does not 
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tions done out of the city and in 
doetors’ offices. In 1949-1950, the en- 
tire budget for the New York City 
Health Department was $16,756,329. 
The people of the City of New York 
paid for T and A’s about one third 
as much as for maintaining the city 
health department. 

If this sum is prorated for the eoun- 
try as a whole and we assume 1,500,- 
000 tonsillectomies a year, which means 
that about 40 per cent of the popula- 
tion has T and A’s—a modest estimate 
—the sum for the country as a whole 
would be $150,000,000.00. 

The Ministry of Health estimates 
the cost of T and A in Britain at 3 
million pounds ($8,400,000) or about 
15 pounds ($42) per operation. 

The great frequeney of T and A is 
regarded by some as due, in part, to 
the financial greed of physicians. This 
may be true in isolated instances but 
it is not an important general con- 
England, where the 
National Health 
for serviee, the 


sideration. In 
surgeon under the 
Service gets no fee 
operation is as popular—perhaps more 
popular—than ever. And here, in the 
United States, the children of physi- 
cians seem to be operated on as often 
as the children of others. 


DISCUSSION 

Before undertaking any form of 
treatment the benefits to be expected 
must be weighed against the risks. 
There is hardly a therapeutie proce- 
dure that is free from a certain amount 
of danger. The use of this or that 
agent—or all—must be de- 
cided by balancing desirable against 


none at 


undesirable effects. In instances where 
the patient is desperately ill, where 
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) the outlook is grave, where the treat- 
ment may be lifesaving, even though 
the procedure is hazardous, its use is 
generally regarded as justified. 

Even here grave errors have been 
made. Until recently the routine use 
j of high concentrations of oxygen was 
regarded as essential and harmless for 
small premature infants. The dis- 
astrous effects of the overuse of oxy- 
gen in this group are only too well 
known. Retrolental fibroplasia, a di- 
reet consequence of oxygen the ‘apy, 
had beeome the first eause of blind- 
ness in preschool children. Now that 
oxygen is used much less frequently 
and in lower concentrations, not only 
has blindness on this basis disappeared 
but we find that premature babies are 
getting along as well as they did 
formerly. It is evident that the value 
of oxygen for the premature infant 
was greatly overrated. The iatrogenic 
production of blindness in premature 
infants stands, along with the psy- 
chologie neglect of babies in institu- 
tions and the consequent high death 
rate, as a major error in pediatric 
history. 

In the ease of T and A the available 
evidence points to no benefit whatso- 
ever from the operation in the over- 
whelming majority of children. Yet 
it is a hazardous procedure and the 
data presented here indicate that it is 
a significant cause of death in chil- 
dren. Here is a ‘‘disease’’—tonsil- 
adenoid enlargement or infection— 
with virtually no mortality, and a 
therapeutie procedure for it which has 
a sizable mortality. 

The relation of T and A to bulbar 
poliomyelitis and possibly to other 
forms of poliomyelitis should make us 
eautious of the hidden dangers which 











lurk in any therapeutie procedure. 
Only a few vears ago we learned that 
transfusion in certain girl babies, by 
rendering them sensitive to Rh-posi- 
tive cells, made it practically impossi- 
ble for them ever to have normal chil- 
dren; and even more recently the 
transmission of serum hepatitis by 
transfusion was discovered. 

A further example of hidden dan- 
gers is the relation between radiation 
of the upper thorax—often for ‘‘en- 
larged thymus’’—and carcinoma of 
the thyroid in children.*® 


The danger of bulbar poliomyelitis 
after T and A has been greatly re- 
duced by deferring operation during 
the months when the disease is preva- 
lent and possibly by immunization 
procedures. It is quite conceivable, 
however, that the operation opens the 
way for other neurotropie viruses with 
different seasonal incidences. Where 
the benefit to be conferred by opera- 
tion is so small the possibility of un- 
suspected hazards must always be kept 
in mind. 

Almost every active practitioner 
who eares for children can point to 
youngsters who have improved in one 
respect or another following T and A. 
In some it has been an abrupt cessa- 
tion of troublesome colds, in others a 
desired weight gain, in still others re- 
lief of obstruction, or termination of 
a series of otitie episodes. Unfortu- 
nately coincidence is a mischievous 
prankster. We remember the ocea- 
sional, spectacular success; the numer- 
ous failures are forgotten. 

At present there is no reason to be- 
lieve that the incidence of colds is sig- 
nificantly reduced by T and A. 
Kaiser’s observations, made in the 
1930’s, showed a slight advantage to 
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the operated children during the 3 
vears after operation but no essential 


difference over a 10-vear follow-up pe- 


riod No difference in the incidence 
ot respiratory disease was found by 
(iafafer. Paton, Mertz, cr MeCorkle 


and co-workers. 
Obstruetion—in the nasopharynx or 


throat—may be an oceasional indica- 


tion for operation. The frequeney of 
allergy as a basis for the obstruction, 
under 5 or 6 


‘ specially in children 


vears old, is insufficiently recognized 
and should be earefully considered be- 
fore operation is undertaken. It seems 
wise to wait until the ehild is 5 vears 
or older beeause of the tendenev for 
obstruetive manifestations to diminish 
risks 


as the ehild beeause the 


attendant upon the operation are rela- 


VTOWS, 


tively great in voung children, and be- 
cause of the adverse psvehie effect. It 
that 
tolerant 


Kaiser,’’ who takes 


attitude 


is signifieant 


a more toward the 


operation than more reeent students 


of the subjeet, does not mention ob- 


struction as an indieation, 


All students of the T and A problem 


agree that the operation reduces the 


incidenee of tonsillitis and sore throat. 


llowever, these illnesses aceount for 


only 3 per cent of all acute respiratory 


It is common experience to 


dliseases 
see children have repeated attacks for 
2 and thereafter be 


on or winters 


relatively free of them. Moreover 


these infeetions generally respond 
readily to antimicrobial therapy. 

The findings of Paton'* that the oe- 
currence of purulent otitis media is 
favored by adenoidectomy should make 
chil- 


dren with this troublesome ailment. 


one eautious about T and A in 


The carefully controlled study on 


hearing defects by 


conductive type 
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and Hardy** has removed 
what is generally regarded as an im- 
portant indication for T and A. Their 


made at 


Bordley 


laborious observations were 


institution where Crowe 
worked. found that 


ectomy failed to remove lymphoid tis- 


the same 
Crowe adenoid- 
sue about the orifices of the Eustachian 
tubes completely and he therefore ad- 

after 
double 


irradiation operation. 
Even after 
Bordlev and 
demonstrate that the improvement in 
hearing was significantly greater than 
in control, untreated children. 


voeated 
this procedure, 


Hardy were unable to 


Too little attention is paid to the 
finding of Mertz that, after age 40, 
when health is more preearious than 
earlier and time lost from work more 
important, the incidence of disabling 
respiratory illness in males is higher 
in the operated than in the unoper- 
ated. 

The careful studies in the literature, 
although showing bevond doubt that, 
by and large, T and A has no favor- 
able influence on the health of chil- 
dren, cannot be interpreted as proving 
that the operation does not help in 
certain isolated cases. The operation 
is performed so frequently and for 
such trivial reasons that, in any study, 
the casually decided upon eases far 
outnumber the children in whom there 
for sur- 


may be some real indication 


gery. Consequently any real benefit 
to individual children is obseured. 
Bass,®*® in 1934, reported a series of 
150 children, in the great majority of 
whom he had himself decided on the 
and had 
anesthetist. 


indications for operation 
chosen the and 
The most frequent indications for op- 


eration were frequent colds, tonsillitis, 


surgeon 


nasal obstruction, otitis, and eervieal 
adenitis. 
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One hundred thirty-three of the 150 
children seemed to have benefited in 
one respect or other from the opera- 
tion. In 7 the results were question- 
able and in 10 there was no improve- 
ment. Bass coneluded that the opera- 
tion has a favorable influence on otitis 
Nose 


seemed as frequent after operation as 


media and ‘‘sinusitis.’’ colds 


before but were not as severe. Rheu- 
matie fever was not benefited. 
Among unfavorable sequelae were a 
5-vear-old girl with unexplained fever 
for 5 weeks, a 6-vear-old girl with a 
lung abseess requiring operation and 
transfusion, an 8-year-old girl with 
otitis media going on to mastoiditis 
and operation, and a 12-year-old girl 
with putrid necrosis of the lung. All 
patients recovered. Despite the skill 
of the surgeons, 6 children required 
a second operation. 
that about 10 
eent of all children would benefit by 
T and A. 


are carefully weighed and the opera- 


Bass estimates per 


Even when the indications 


tion is limited to this small group, and 
even when the operation is performed 
by well-trained surgeons assisted by 
the 
are not impressive, sequelae are not 


well-trained anesthetists results 
infrequent, and regrowth of adenoid 
tissue sufficient to require reoperation 
takes place. 

Fry,"' an English general practi- 
tioner, has recommended 40 children 
from his own practice for T and A 
over a period of 10 years. This repre- 
sents 5 per cent of the children under 
his eare. The principal reasons for 
operation were recurrent otitis media 


in 24 children, recurrent attacks of 


tonsillitis in 10, and parental pressure 
that 


eould not be resisted in 6. In 
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his experience the 95 per cent of chil- 
dren who were not operated on did 
not in any way suffer because of it. 
The physician will do well to reeom- 
mend against operation except in very 
special instances. Certainly there is 
no urgeney about excision of tonsils. 
No one claims that the operation is 
Now that 


agents are available, the discomfort of 


lifesaving. antimicrobial 


sore throat and otitis media and the 
threat of mastoid diseases are quickly 
On the other 
the 


and effectively handled. 
hand, there is a definite risk in 
operation, as there is in every opera- 
tive procedure and in every anesthesia. 

Medical practice has erred often in 
the past. In good part, improvement 
in medieal practice ean be accounted 
for by the disearding of useless and 
harmful procedures as well as by the 
adoption of beneficial ones. 

The continuance of the practice of 
indiscriminate T and A is indeed an 
We 


which considers itself 


medieal era 
‘*seientifie.’’ We 


enigma. live in a 


like to think that we have rid our- 
selves of the mumbo jumbo and mys- 
the 
adopt new procedures only after rigor- 
Yet T and A, whose use- 


lessness, in the overwhelming majority 


tical nostrums of past and we 


ous testing. 


of instances, has been repeatedly and 
convineingly demonstrated, retains its 
the laity and the 

Would we, on the 
tenuous evidence as is 


popularity with 
medical profession. 
basis of such 
available in favor of T and <A, adopt 
a new drug which may be lethal for 
some 300 persons a vear? 


SUMMARY 


1. Data from various parts of the 


United States and Britain indicate 
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that tonsil-adenoidectomy is probably 
performed as frequently now as in 
former years. 

2. Numerous studies reported in the 
literature fail to demonstrate any bene- 
fit from the operation. 

3. Ample data demonstrate a causal 
relation between tonsil-adenoidectomy 
and bulbar poliomyelitis. 

4. The number of persons recorded 
as dying from the operation in the 
United States during the vears 1950- 


1955 varied from 220 to 346 a vear. 
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Comments on Current Literature 


PREPARATION OF THE HEMOPHILIC PATIENT FOR SURGERY : 
USE OF ANTLHEMOPHILIC GLOBULIN 


The suceess or failure of surgical 
treatment in patients with hemo- 
philia depends largely upon the 


maintenance of a reasonable level of 


coagulability immediately preceding 
and following surgery. Since a defi- 
cieney of antihemophilie globulin 
(type A hemophilia, sex-linked in in- 
heritanece) accounts for from 75 to 80 
per cent of reported cases of hemo- 
philia,’ care of this type of hemophilie 
subjeet has reeeived considerable at- 
tention in the literature. The mini- 
mum blood level of antihemophilic 
globulin compatible with effective 
hemostasis is given as approximately 
30 per cent of the average normal 
plasma level. Hemophilie patients 
vary in the initial level of antihemo- 
philie globulin in their blood and in 
the ease with which this level can be 
Sinee the AHG activity is in- 
creased appreciably by transfusions 
of fresh blood or plasma, temporary 
elevation of the AHG blood level of 
the recipient by this means has been 
the accepted procedure for improving 
hemostasis and preparing the hemo- 
philie patient for surgery. Raising 
the level above 30 per cent of normal 
for a period covering 24 to 48 hours 
following surgery is considered es- 
sential if postoperative bleeding is 
not to be exeessive.** However, cer- 
tain factors limit the effectiveness of 
this means of bleeding control. The 
stability of human AHG is unpre- 
dietable, and, in some instances, the 
transfused blood or plasma may be of 
little value by the time it is received. 
While small transfusions of whole 
blood or plasma will raise the blood 


raised. 
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level of AHG appreciably (1 to 5 per 
cent), actually relatively large vol- 
umes are required to bring the level 
to 30 per cent of normal. Mainte- 
nance of an effective level is made 
more difficult by the fact that the 
half-life of AHG averages from four 
to eleven hours following administra- 
tion.?** 

These problems, in addition to that 
of suitable donors for transfusion and 
of successful storage for maintenance 
of AHG activity (storage at —30° C., 
preferable), have resulted in a econ- 
certed effort to obtain antihemophilic 
globulin from sourees other than 
human blood or plasma, which could 
be prepared and standardized in such 
a way as to assure a constant supply, 
of predictable effectiveness and free 
from serious antigenicity or toxicity. 
Until reeently, such preparations have 
had the major disadvantage that 
they were highly antigenic. Within 
the past few months a number of re- 
ports has appeared deseribing the 
use of animal AHG in the treatment 
of patients with hemophilia and in 
the preparation of the hemophilie pa- 
tient for surgery, including dental 
procedures. 

The earliest preparations used ther- 
apeutically in hemophilia consisted of 
certain fibrinogen fractions separated 
from human blood by the Cohn proe- 
ess. While in experienced hands some 
of these early preparations seemed 
to give satisfactory results, the lack 
of a reliable method at that time for 
the assay of AHG meant that the ac- 
tivity of the preparation could not 
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Many of these prep- 
arations were ineffective or were 
given in inadequate dosage. The de- 
velopment of more practical methods 
for the assay of AHG has been re- 
viewed recently by Rosemary Biggs* * 
of the group of investigators at the 
Radeliffe Infirmary, Oxford, England. 
She stresses the need for checking the 
fractionation processes at every stage, 
and states that in ‘“‘judging the dose 
of AHG, it is clearly important to 
have some reasonably reliable method 
for its measurement.’ As this au- 
thor points out, most of the methods 
used have depended upon assessing 
the ability of a given sample to cor- 
rect the abnormality of hemophilic 
blood, such as the prothrombin con- 
sumption test, or the partial thrombo- 
plastin time. More recently, the 
thromboplastin generation test was 
used by Pitney,’ and a modified pro- 
thrombin consumption test by Wolf.® 
Each of these tests has been shown to 
earry some disadvantage. The direct 
assay method originally described by 
the Oxford group’ was considered suf- 
ficiently reliable, but is somewhat dif- 
ficult to standardize and to interpret. 
Biggs now describes a method similar 
to that of Pitney which she and her 
colleagues consider of practical value 
in the controlled therapy of hemo- 
philie subjects. The method ‘‘ consists 
in earrying out the thromboplastin 
generation test on normal and haemo- 
philie Al(OH),-treated plasma, and 
on mixtures of the two in known pro- 
portions.’ Since the samples are 
mixed and tested undiluted, no pro- 
vision of factor V is required, this 
factor being present in both whole- 
plasma samples. According to the 
instructions given for mixture and 
dilution, the dilution curve can be 
constructed with reasonable ease, and 
the hemophilie samples tested in less 
than one hour’s time. While the 
method is not precise, as compared 
with the earlier Biggs-Macfarlane 
procedure, it is proposed that this 
method may prove more readily adapt- 
able for use in laboratories not par- 


be estimated. 


ticularly devoted to work on blood 
coagulation. The author states that 
this procedure has proved of great 
value in the controlled therapy of 
hemophilie patients. ‘‘It appears that 
the level of AHG is a safer guide to 
the haemostatic efficiency of AHG 
than is the prothrombin-consumption 
test.’”? 

A recent report by the Radcliffe In- 
firmary group*® presents the results in 
thirteen hemophilie patients requiring 
surgery or dental extraction, who were 
prepared for the surgical procedure 
and were followed closely in the post- 
operative period. Animal antihemo- 
philie globulin and human plasma 
preparations were used. For some 
years this group of investigators had 
been impressed with the problem of 
minimal safe blood levels of AHG, 
the rate of its destruction in the hemo- 
philic circulation, and by the mag- 
nitude of the problem of AHG sup- 
ply, which must be available for man- 
agement of the known hemophilies, 
and for emergencies. Studies on ani- 
mal AHG, particularly from ox and 
pig blood, its extraction and prepara- 
tion, had been under way for some 
years before the present patients were 
treated. This material varies in 
potency from one aliquot to another, 
but the best preparations were shown 
to have an activity about 8,000 times 
that of the same weight of fresh hu- 
man plasma-protein. However, con- 
tamination with fibrinogen and other 
proteins renders it antigenic, which 
limits the duration of treatment with 
a particular animal preparation to 
from 10 to 14 days and prevents any 
later use of the same material in the 
same patient. The first clinical trial 
with bovine AHG was reported in 
1954 by Maefarlane, Biggs, and Bid- 
well.* The subjects of this prelimi- 
nary clinieal trial were three hemo- 
philic patients in need of dental ex- 
traction who volunteered to receive 
treatment with full knowledge that 
the preparation was still in the ex- 
perimental stage. All necessary den- 


tal extraction was carried out immedi- 
ately following the administration of 
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the bovine preparation. The results 
were encouraging: in two of the three 
patients there was virtually no bleed- 
ing after extraction, the tooth sockets 
healed promptly and completely, and 
no ill effeets arising from the admin- 
istration of animal protein could be 
detected. The third case was that of 
a patient who had been under long- 
term treatment for a convulsive dis- 
order; this patient showed on admis- 
sion a lower platelet count than that 
usually found in hemophilie subjects. 
In this instance the administration of 
bovine AHG resulted in a marked 
thrombocytopenia which persisted for 
two weeks, but no purpurie manifes- 
tations were observed. Treatment 
with AHG in this patient had been 
stopped after four days. Neverthe- 
less, the extraction of sixteen teeth 
was accomplished with remarkably 
little bleeding. Subsequent investi- 
gations revealed that bovine AHG 
does contain an agglutinin for human 
platelets, and the toxicity and fate of 
the injeeted animal antihemophilic 
globulin are discussed in some detail 
in a separate publication by two mem- 
bers of the group, Sharp and Bid- 
well. Shortly after the preliminary 
trials in 1954, a serious emergency oe- 
curred® in which the use of animal 
AHG was a lifesaving measure. A 
young hemophilie man, accidentally 
shot at close range, suffered extensive 
wounds of the back and left elbow. 
After three weeks of repeated trans- 
fusion this patient was transferred to 
the Radeliffe Infirmary. The prob- 
lem was complicated by the fact that 
he had been sensitized to bovine AHG 
by the previous administration of a 
hemostatie agent derived from ox 
blood (Coagulen). This patient was 
earried suecessfully through the 


necessary surgery by the use of pig 
AHG. Under hemostatie control by 
this means, the wounds in the back 
were grafted with skin removed from 
the thigh, and a traumatic brachial 
arteriovenous aneurysm whieh had 
developed in the elbow was resected. 


The thirteen new patients reported 
reeently,® and a fourteenth patient re- 
quiring surgery for acute intestinal 
obstruction, who was admitted to the 
hospital after the present report had 
been submitted for publication, were 
all emergency cases. The authors 
strongly advocate reserving treatment 
with animal AHG for such emergen- 
cies, since risk of anaphylaxis would 
deprive the patient of its aid in some 
possible future crisis. Most of the 
hemophilie patients treated by this 
group have been managed by the use 
of human AHG, or by transfusion. As 
indicated, the fourteen patients in the 
present series were dental or surgical 
emergencies. Many of these patients 
had a long history of bleeding—hema- 
temesis, melena, hematuria—and some 
were crippled from repeated hemar- 
throses. One was a 19-year-old man 
who had been injured three weeks be- 
fore in a motoreyele accident and 
whose face and sealp wounds failed to 
heal. During this period the patient 
had received 28 pints of blood and 5 
liters of plasma in an attempt to con- 
trol the persistent bleeding. Under 
treatment with human and pig AHG, 
plastic surgery of the face and scalp 
was accomplished with good result. 
Likewise, a boy of 15 years was able 
to undergo surgery involving the re- 
moval of laminae from twelve verte- 
brae for the treatment of a massive 
extradural clot. 

In these patients, antihemophilic 
globulin concentrated from bovine or 
pig blood was administered in an 
average dose of 200 to 400 mg., equiv- 
alent in activity to about 2,500 ml. of 
fresh human plasma. In no ease was 
there abnormal bleeding while the 
level of AHG in the blood was above 
30 per cent of normal. There was, 
however, among the patients consid- 
erable individual variability in the 
dose required to maintain this level. 
In the case of clean wounds, the tem- 
porary elevation of the AHG level by 
one or two injections might be fol- 
lowed by complete healing without 
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hemorrhage; in large or infected 
wounds bleeding might reeur, should 
the AHG level fall below 30 per cent. 
In all eases, rapid healing took place 
during AHG treatment. The authors 
state that these AHG preparations are 
definitely antigenic, although in most 
instances mildly so. Skin tests, as a 
rule, are negative, and no antibodies 
active against the AHG used could 
be demonstrated in the recipient’s 


blood. In a detailed study of this 
aspect by Sharp and Bidwell,’ the 
fate of the animal AHG was deter- 


mined by fluorescein-conjugated anti- 
sera. Evidence was obtained which 
suggests that the protein fraction is 
econeentrated in the wound fibrin of 
the recipient. In two summary arti- 
cles? one a presentation before the 
Section on Medicine, Royal Society 
of Medicine, Biggs outlines details of 
the assay of AHG, tests for its po- 
teney in AHG preparations and in the 
patient’s blood, with emphasis on the 
management of the hemophilie pa- 
tient. 

In the light of their experience the 
Oxford investigators stress the value 
of animal AHG, at the same time em- 
phasizing the necessity of caution in 
its use. Hemophilie patients referred 
for surgery should be evaluated eare- 
fully. Where actual surgery is re- 
quired, but where the areas of ex- 
pected hemorrhage are superficial, or 
readily accessible, control of bleeding 
may be accomplished by mechanical 
means alone. In the ease of certain 
surgical procedures, in which healing 
may require only two or three days. 
the use of adequate amounts of hu- 
man plasma is suggested, reserving 
the animal AHG for possible future 
use. In the ease of major surgical 
procedures in which bleeding areas 
may be extensive, the use of AHG 
from bovine or pig blood is reecom- 


mended. Sinee antigenicity mani- 
fests itself in from ten to fourteen 


days as a rule, the specific animal 
AHG used should be discontinued at 
this time, or before, if signs of anti- 
genicity are apparent, with change to 
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the other animal AHG or to human 
plasma or AHG concentrate. No 
cross-antigenicity between bovine and 
pig AHG has been observed. In some 
instances a combination of animal 
AHG and human plasma was admin- 
istered. These workers recommend 
that the AHG level in the 
patient’s blood be earried out before 
treatment and at frequent intervals 
during convalescence from surgery ; 
they advise special care in order to 
prevent exeessive movement or inad- 
vertent trauma of affected parts fol- 
lowing surgery, including the use of 
special dressings, protective devices 
for the gums in the ease of extensive 
dental procedures,'’ ete. The authors 
look forward to the ‘‘ production of a 
highly potent, non-antigenie anti- 
haemophilie faetor . . . whieh, like in- 
sulin and other animal organ extracts, 
might be active without causing sen- 
sitisation.’”® 


assay of 


RusseE.u J. BLATTNER 
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Correspondence 


[The letter of Dr. Tabrah in the issue of 
last December has brought considerable cor- 
respondence to the Editor’s desk. Several of 


the discussions follow. | 


To the Editor: 


I have been following your correspondence 
and the editorials concerning the pleasures 
and the displeasures of pediatric practice. 
For seventeen vears I have done general med 
ical work. This year, at 46, I am giving up 
a luerative practice, a lovely office and for 
feiting my savings to take two years of train 
resident. As the 


with the 


pediatric years 


ing as a 


have passed all of my dealings 
adult patient have grown more and more bor 
ing. At the same time my fascination with 


sick It had 


not oecurred to me that there were those ir 


children, and well, has grown. 


pediatrics who found no pleasure in anything 
other than the so-called ‘‘interesting’’ cases, 
the pediatric problem cases, ete. I had not 
conceived of pediatrics as being divided into 
work of the 
dull 


In my own practice my 


the interesting academician as 


contrasted to the monotony of general 
pediatric practice. 
metamorphosis from general work to pediat 
ries has been brought about by a process of 
natural selection. I recognized long ago that 


constituted a large part of 
This 


will, 


the trivialities 


pediatric practice. makes it no less 


interesting or, if any less worth 
I have always felt that it kept me 
alert to the fact that a 
fever may be due to a cold, but that it might 
bode 


eould not 


you 
while. 
more on my toes 


bear watehing lest it something more 


fearful. Personally, 1 bear the 
strain of constantly being personally responsi 
ble for the care of a host of seriously ill and 
The 
rowdy well child who is brought in only for 


his polio shot is a delightful part of the prae 


dying ‘‘interesting’’ cases. laughing, 


tice of pediat rics. 


co 


~ 


Perhaps formal training in pediatrics in 


institutions gives to its students the 


that 


some 
concept pediatrics deals only with fas 


cinating illnesses in children. Experience in 


general medical practice instills another con 


cept, nameiy—pediatrics deals mostly with 
well children or those whose illnesses are 
trivial. I am sure of this. I have records 


whieh will substantiate it. Parent counsel 


well-child 


fairs of children, management of trivialities 


ing, care, community work in af 


these things take up more of the average 


practicing physician's time than the diagnosis 
The 


these things 


and treatment of the medically exotic. 
doctor who does not find all of 
interesting is bound to find the general prae 
tice of pediatrics boring. 

Reasoning along these lines I have refused 
myself to be discouraged in my 
The first 


Economic s 


to allow 
plans. article which appeared in 
Vedical 


made me 


along these lines only 


more determined to pursue a de 


layed career. The crepe which has been hung 
in the pages of the journals has left me cold. 
Perhaps I am wrong—lI will let you know 


in about two and a half years! 


Keith HAMMOND, M.D. 


Paoli, Ind. 


To the Editor: 


L have read and reread the letter from 


Dr. Frank L. Tabrah. 
the “dissatisfaction” in Dr. 


L agree with vou that 
Tabrah’s case 
probably lies more in his own personal charae 
teristics than in what constitutes present-day 
this is true in 


letter, 


pediatric practice, and that 


many other instances. His however, 


brings up some questions relating to practice 
and to education and training not answered 
by Lee Hill’s statement, from the standpoint 
of the “Board,” nor by my editorial. 


Dr. Tabrah is obviously in earnest about 


the matter, as have been several young 


pediatricians who have discussed with me 
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One wonders what 


their motivation was in choosing pediatrics as 


similar dis: factions. 
a specialty and why it was that they had not 
realized the nature of the work they would 
after they had actually 
entered practice. It is not likely that their 
basie personality could be greatly altered by 


be doing until 


the type of medical education they got nor 
by their hospital training except in so far as 
their sense of values were in- 
fluenced by the character of their teachers. 


attitudes and 
But is it not possible that pediatrics could 
have been presented to them in such a way, 
somewhere the that 
have had a clearer picture of what to ex 
the well 


along line, they would 


pect from practice, and could not 
child and the factors which influence his total 
health and welfare be so presented that this 
would be a fascinating field full of challenge 
to an intelligent and inquiring mind? If this 
had been done for Dr. Tabrah he could hardly 
have written “Well babies still frequent the 
pediatrist’s office, but it is inconceivable that 
any physician with intelligence and interest 
in the unusual can long survive the routine 
of playing grandmother for years on end in 
a well-baby practice,” or make the statement 
about “the boredom of viewing the medical 


world from the inside of a diaper,” or of 
making prospective pediatricians aware about 
the “enforeed preoccupation with trivia 


unrelated to disease” in pediatric 


There are plenty of examples 


largely 
office practice. 
of affective teaching that could have changed 
this attitude. I think of the newborn. 
Nearly all newborns are normal and yet when 
the subject is properly presented and interest 
stimulated it an immense field for 


opens up 


investigation. In recent years such investiga 


has led 


knowledge. 


to a deal of valuable new 


There is still much to learn about 


tion great 


Interesting 


children of every age group. 
phenomena are by no means all associated 


with disease. The basic facts of all aspects 
of growth and development are appreciated 
The whole 
this 


is quite clear that improve 


only by knowledge of the normal. 
field of child 
knowledge. It 
in edueation and training along this 
In the 


child himself who needs to be appreciated 


welfare centers around 


ments 


line are needed. other words it is 


by the physician if he is to derive full satis 
faction from pediatric practice. 


Another feature of education and train 


which could be helpful in preparing 


ing 
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prospective pediatricians for the type of prac- 
tice they must expect to have is greater and 
more effective use of outpatient departments. 
In 
been inadequately used. 


many training centers this facility has 
The hospital wards 


with their bizarre and unusual cases and 


difficult 


The trainee needs this training but he also 


diagnostic problems are featured. 
needs to see the more common and ambulatory 
patients and to have equally good supervision 
and teaching in regard to these patients as 
he gets on the wards. Only rarely is this the 
ease, and he goes into practice expecting the 
the 


kind of patients he learned about on 


wards. He is unhappy because he seldom 


encounters them and is ill-at-ease in the 
presence of the more common problems about 
which he has had little training. 

Most pediatricians adjust to this situation 
in practice rather quickly and spontaneously, 
largely, I believe, because of personal charac 
and inherent interests and values. 
The results of the survey published in Medical 
Economics last November indicating that two- 
thirds of the practicing pediatricians were 
satisfied with their choice of a specialty bears 
out this fact. However, the 
of the other third needs thoughtful considera 


Dr. Tabrah’s letter points out some of 


teristics 


dissatisfaction 


tion. 


the problems that face us. One is economic 
in nature; the high financial overhead of 
maintaining an office can be met only by 


seeing large numbers of patients, and this 
assembly-line type of practice robs him of 
of the 
features of pediatrics. 
Neither the pediatrician nor 
from 


most interesting and rewarding 
The result is boredom 
and frustration. 
his patients benefits adequately such 
practice. Furthermore, he has little if any 
time to devote to 
activities as teaching and hospital staff duties 
He finds himself in a com 


without academic 


such self-improvement 
and assignments. 
petitive merry-go-round 
status and a minimum of specialist or con- 
sultant status, unless he has, by good fortune, 
had training in a pediatric subspecialty. 
ARTHUR H. PARMELEE, Sr., M.D. 


Los Angeles, Calif. 


To the Editor: 


Pediatrics: Its Own Reward? 
’ wrote 
to 


‘*The reward of a thing well done,’ 


Emerson, with economy of words, ‘‘is 











CORRESPONDENCE 


so% 


have done it. This quote, Mr. Editor, in 
two cents’ the dis 
elicited by Dr. Frank 
Tabrah’s letter in the December issue of the 
PEDIATRICS, Tabrah 
withdrew, rather than retired, from the pri 


troduces my worth into 


cussion sure to be 


JOURNAL OF Poor Dr. 


vace practice of pediatrics at an early age, 
because, in Hamlet’s phrase, it seemed to 
flat, 
Now I am sure that, like myself, Dr. Tabrah 
with Dr. A. H. Sr., 


that no one goes into pediatrics to get rich. 


him weary, stale, and unprofitable. 


must agree Parmelee, 
That disposes of Hamlet’s last adjective. 
But to Dr. 


office practice is not enough; there are too 


Tabrah, ‘‘ Pediatrie medical 


many private pediatric practices being 


started today that will be abandoned from 
letter 
years 


sheer boredom.’’ And earlier in his 
the doctor writes ruefully, ‘‘A few 
ago this colorless job was relieved by chal- 
lenges of frequent and severe disease, and 
the physician was called upon to exercise his 
greatest ingenuity.’’ 

Why not say, ‘‘Pediatries and preventive 
medicine have been altogether too efficient. 


‘Fie upon this quiet life! I want work!’ 
(Shakespeare again.) 

Dr. Tabrah says, ‘‘There are no longer 
And his 


general implication is that simplification of 


enough surprises in the package.’’ 
infant feeding, greater knowledge of vita- 


mins, of antibiotics, have reduced him and 
his bored colleagues to ‘‘ preoccupation with 
trivia largely unrelated to disease.*’ 

Now, boot-licking editors has never paid 
off. But here’s an accolade to you for hav- 
ing the imagination to reprint in your column 
Dr. Parmelee, Sr.’s excellent editorial from 


the Bulletin of the Los Angeles Children’s 


Hospital, on ‘‘ Pediatrie Rewards.’’ Pediat 
ries needs men like Dr. Parmelee, who 
ean see ‘‘the spirit pushing in a_ blade 


or in a normal child. Pe- 
needed who can individual- 


of grass .. 
diatricians are 
ize, to whom each upper respiratory infee- 
tion is a ding an selbst, to whom unthinking 
routine is anathema. We must be able to 
stop short in the midst of office hours with 
scheduled appointments, to spot a newly born 
infant with hitherto unsuspected congenital 
dislocation of the hip, or to ‘‘run down’’ a 
heart murmur which may have been missed, 
leading perhaps to the discovery of an oper- 
able lesion. 


*“The New England Reformers.” 
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Excitement? In every field, in every age, 
it is born of responsibility. The engineer 
at his throttle, the captain on his bridge, the 
pitcher on his mound, the mother beside the 
erib, the health commissioner in the midst of 
an epidemic, all must and do often feel the 
excitement of a job well done for those who 
depend upon them, of mistakes avoided which 
could so easily have been made. In pediat- 
rics especially, experience itself can be ex- 


citing if one is determined that past mis 
takes shall not be repeated, that future 
babies shall benefit rather than suffer from 
them. 

? 


Annoyances? Who can deny that in pedi- 
Chief 
of these, of course, is the ever-ringing, never- 
Worst of all, the ir- 
incidental to it 


atries these abound, and in perfusion? 


convenient telephone. 


ritation must not be trans 
mitted to the anxious mother whose confidence 
in the doctor has led her to call him in the 
first place, and whose question is not trivial 
to her, although it may sound so to him. 
Thirty-five years of telephonic exhaustion, 
plus undue interest in teaching and writing, 
led, or forced, me to retire from the private 
practice of pediatrics at the early age of 64. 
‘*Disgruntled?’’ (to use Dr, Tabrah’s word). 


Yes—with my own inability to adjust to the 


unavoidable; but not with pediatrics, nor 
with babies, nor even with their clamorous 
elders. 

But bored? Impossible! Dr. Tabrah 


waxes graphie over the ‘‘boredom of viewing 


the medical world from the inside of a 


diaper.’’ To answer him in kind, I have al- 
quite absorbing, and 


Holt, Sr., the im- 


ways found diapers 
early learned from Dr. 
portance of their contents. 
Happily for me—and this is pertinent 
only as it indicates that my pseudo retire- 
ment has no etiology in ennui nor in lack 
of interest—I continue in the department of 
pediatrics at Washington University and 
work half-time in the clinic at Homer G. 
Phillips Hospital and as director of its De 
partment of Pediatrics. 


Conferences, plus a well-baby clinic, round 


Children’s Hospital 


out my week. I am seeing more infants 
and children than I ever did in private prac- 
tice. The remuneration accorded the above 


has served to make my door at least un- 


attractive to the ‘‘wolf.’’ 
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By Professor George Herbert Palmer's 


standard,” a pediatrician is indeed a pro 


fessional man: ‘*Every sound professional 


man, every sound teacher at least, is en 
gaged in his work for the fun of the thing. 

‘To this end was I born and for this 
enuse came I into the world,’ said the great 
est of Teachers. The compensation of 
the professional man is measured by his in 





ner outgo, and not like the tradesman’s by 
his external income, Conscious of our 
powers, We see In some profession an oppor 
tunity to exercise them, and to it we turn 
with an eagerness which gives zest to severe 
toil.’’ 
Park J. Wuire, M.D. 

St. Louis, Mo 

Che following letter was too lengthy to 
publish in full. Excerpts have been selected 
hy the Editor. ] 
To the Edito 

[ agree that present-day child-care medical 


training facilities offer little to prepare either 
general practitioners or pediatricians for the 
Training is weighted 


office eare of children. 


on the side of the unusual, particularly un 


usual physical deviations. The importance of 


this training is not to be minimized, but it is 
unfortunate that dealing with new and un 
folding life is not made to seem important 
and exciting. It is also unfortunate that 


pediatricians go out only superficially trained 


stimulated to fulfill their role in simple 


ane 

everyday well-child care. The distaste is 
understandable beeause most of the teaching 
is done by those who are only interested in 
the physically ill child. The child is too 
often seen as an interesting disease rather 


than an exciting unfolding personality living 


in a family constellation. As a result, many 


voung men while in training have never seen 


a pediatrician in any other role than as a bed 
rhis child 


grandized to the exclusion of the 


side consultant. phase of eare 


has been ¢ 





role in shaping the 


well-ehild pro 


pediatrician’s important 


oncoming generation through 


grams. 


The publie’s and our interest has largely 
been on the physical side, but the publie also 
warmly responds to whatever we will offer 


*Palmer, G. H. 
Houghton Mifflin Co., 


Trades and Professions, 
Pp. 5 


1915, 14, 15 





OF PEDIATRICS 


Few 


psychiatrists have had an opportunity to put 


on the side of preventive psychiatry. 


their theories to a test in everyday living 
experiences with the growing child in a 


family constellation. Yet increasing numbers 
of pediatricians are learning from experience 
of 


tional development have a predictable verity 


that certain principles in the ares emo- 
just as principles we have come to take for 
granted in physical care have a predictable, 
constant validity. 

To 
trusted 


life in a 


eare is 


have a 
to 


new new family en 


one’s an ever-changing, 
ever-exciting, highly varied, and challenging 
experience if one sees life to be intrinsically 
interesting. Who else has the enviable posi 
tion of the pediatrician? The general practi 
tioner spreads himself too thin to ever become 
oriented to a really comprehensive well-child 


program. If the pediatrician sees many very 


ill children, their care will soon be at the 
expense of his well-child program. Therefore, 
perhaps ideally, many men are needed to 


eare for a large number of well and a rela- 
itvely small number of sick children. 

Maybe the specialty as it is taught from 
the ivory tower represents only a small frac- 
tion of the real role of the pediatrician in 
society. I hope to be privileged to care for 
the physieal ills of children in the future, 
but, if I do not, I will look forward to end 
with mothers, and 


ehild will 


afford endless surprise packages to keep life 


less discussions endless 


every new mother and every new 


interesting for me. 
Dr. 


valuable. I 


letter 
think 


our 


Tabrah’s is thought-provoking 


and we need periodical 


reappraisals of roles. Especially we 


need to help our young men know that their 
training experience is not a picture of future 


practice. Few who seek that role will have 
an opportunity to fulfill it, but out in the 
stream of life there are satisfactions and 


adventures never thought of during the years 
of training. I hope I have lifted the curtain 
a little so that those who are interested may 
little of that 


probably program ade- 


of a_ side pediatries 


see a 


no training eould 
quately provide. 
| like the work I do. 


CHARLES A. TOMPKINS, M.D. 


Omaha, Neb. 














News and Notes 


The following diplomates were certified by 
the American Board of Pediatrics, Inc., at 
Boston, Massachusetts, December 6, 7, 8, 
1957. 

Dr. Richard M. Auld, 
Rockville, Md. 


Dr. Jerome Bernstein, 542 Maplewood Ave., 


809 Viers Mill Rd., 


Bridgeport, Conn. 

Boyland, 9416 
Rd., Kensington, Md. 

Dr. Sidney Brodie, 24 O’Rourke Path, New 
ton Centre, Mass. 

Dr. Paolo B. Bueci, 104-19 102nd St., Ozone 
Park, N. Y. 

Dr. William Roderick Buchanan, Jr., 86 High 
St., Greenfield, Mass. 

De. V¥. 
Rd., Conshohocken, Pa. 


Dr. James Edgar Byeforde 


Jane Smiley Burgoon, Matson Ford 


Dr. Glen Garth Cayler, 221 Gerry Rd., 
Chestnut Hill, Mass. 

Dr. Harold Patrick 708 Moni 
tor-Leader Bldg., Mt. Clemens, Mich. 

Dr. William Montauk Ave., 
New 

Dr. Robert Swan, Cooper, 
Royal Oak, Mich. 


Charbeneau, 


D. Cochran, 280 
London, Conn. 
1719 Crooks Rd., 


Dr. Anthony J. Cuti, 53 Harrington Ave., 
Lindenhurst, N. Y. 
Dr. Joseph D’Agrosa, 15 Railroad Ave., 


Patchogue, N. Y. 
Arthur 
Chase Parkway, Washington, D. C. 


Dr. James Davis, Jr., 5810 Chevy 

Dr. Jean Patricia Dawson, Boston City Hos- 
pital, Boston, Mass. 

Duff, Newton Road, Wood 


bridge, Conn. 


Dr. Raymond 8. 
Dr. Vera Dettweiler Easling, 315 E. 
Ave., Merchantville, N. J. 
Dr. Alvin N. Eden, 98-51 Queens Blvd., For 
est Hills, N. Y. 

Dr. Burton Hoffman Fern, 85 Wilbar Drive, 
Stratford, Conn. 

Dr. Robert T. Fielding, 101 Miller Rd., Ster- 
ling, Il. 


Maple 
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Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Dr. 


Stephen Fleischer, 217 Delano Ave., 


Chillicothe, Ohio 


Elizabeth Gaines French, 300 Longwood 


Ave., Boston; Mass. 

William B. Garvey, One Prospect St., 
Nashua, N. H. 

Park S. Gerald, 300 Longwood Ave., 


Mass, 


Boston, 


r. Susan G. Gordon, 10 Broadway, Haver 


straw, N. Y. 
Kenneth S. Gould, 400 Livingston Ave., 
New Brunswick, N. .J. 


Harmon, 12700 Shaker 


Ohio 


Mary Clare 
Blvd., Cleveland, 
Theodore J. 


Dr., 


Haywood, 2601 Parkwood 
Brunswick, Ga. 

Jerome Asher Hubsher, 1701 Tyson Rd., 
Havertown, Pa. 

Lois M. Johnson, 941 Park Place, Brook 
Ivn 13, N. Y. 

Janice Kelly, 267 Lakeview Ave., Rock 
ville Centre, N. Y. 

Murray A. Kessler, 741 Westwood Ave., 
Long Branch, N. J. 


David Kligler, 175 Bryant Ave., White 
Plains, N. Y. 

Marion L. Koomey, One Pond Lane, 
Levittown, N. Y. 

Norman Kretchmer, 525 East 68th St., 


New York 21, N. Y. 
Robert 
New 
Bernard Paul Leonard, 40 Randall Ave., 
Freeport, N. Y. 
David Lidd, 8 Eagle 
ms Be 

Charles C. Lobeck, 260 Crittenden Blvd., 
Rochester 20, N. Y. 


George LaCamera, 1187 Chapel 


St., Haven, Conn. 


Lane, Levittown, 


Jerold F. Lucey, 93 S. Willard St., Bur 


lington, Vt. 

Dorothy Jeannette Marlow, 85 Commo 
dore Rd., Chappaqua, N. Y. 
Betty Burkhardt Mathieu, 
man St., Providence, R. I. 


255 Water 
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MeDonough, 639 Lindbergh 


Atlanta, Ga. 


Louis Allen 
Drive, N.F., 
Joseph James MeGovern, 
con St., Boston, Mass. 


Edwin Allen Meeks, Brooke Army Medi 


Jr., 262 Bea 


cal Center, Ft. Sam Houston, San An 
tonio, Texas 

Doris Honig Merritt, 5933 Cheshire 
Drive, Bethesda, Md. 

Ralph Bryan Moore, Jr., 15 North Fifth 
St., Wilmington, N. C, 

David Multach, 19000 N.E. 21st Ave., 
North Miami Beach, Fla. 

John Mitchell Pickett, 2714 West 10th, 
Amarillo, Texas 

Peter C. Pulrang, 71 Court St., Platts 


burg, N. Y. 


Robert P. Rackliffe, 73 Cedar St., New 
Britain, Conn. 

John Franklin Radebaugh, Jr., 81 Park 
view Ave., Bangor, Maine 

John Stevens Robey, 16 Barberry Rd., 
Lexington, Mass. 

Morris William Rosenthal, 8561 Long 
Point Rd., Houston, Texas 

Joseph Gerald Rossi, U.S. Naval Hos 


pital, Philadelphia, Pa. 
Arthur J, 
Ave., 


Salisbury, 203 Commonwealth 


Mass. 


Boston, 


Raymond E. Schipke, 18 Briarwood Rd., 
West Hartford, Conn. 

Samuel Herbert Silverman, 58 Catalpa 
Ave., Perth Amboy, N. J. 


Marvin Small, 6126 Marathon Parkway, 
New York 


Douglaston, L. L., 


Donald Cameron Smith, Dept. of Pediat 
ries, University of Michigan Hospital, 
Ann Arbor, Mich. 

Maxey Jean Smith, 10 Cedar Ave., 
Larchmont, N. Y. 

John Alden Spargo, 300 Longwood Ave., 
Boston, Mass. 


Johns Hopkins 


Robert 8. Stempfel, ,  * 


Hospital, Harriet Lane Home, Balti 
more 5, Md. 

William Blight Talpey, 245 Vernon 
Place, Rochester, N. Y. 

Mario Valente, 27 Claremont Ave., Mt. 


ms Be 


Vernon, 


Edgar Allen Vaughan, Jr., 304 Cherokee 
St., Marietta, Ga. 
Erie J. Wake, 126 Shropshire Drive, On 


tario, Searboro, Canada 


R. Janet Watson, 451 Clarkson Ave., 


Brooklyn, es 
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Dr. Reich Leis Watterson, Jr., 5982 Maple- 
cliff Drive, Parma Heights, Ohio 

Dr. Mare Lee West, 3624 Southern Ave., 
S.E., Washington, D. C. 

Dr. Milton Christian Westphal, Jr., 145 
Bryn Mawr Ave., Lansdowne, Pa. 

Dr. Doris Louise Wethers, 45 East 135th 
St., New York, N. Y. 

Dr. Thomas Japheth Whitfield III, Massa 
chusetts General Hosp., Boston, Mass. 

Dr. Philip Lowe Whitelaw, 569 Woodbury 
Rd., Plainview, N. Y. 

Dr. Edward Pancoast Wilmer, 530 Silas 
Deane Highway, Wethersfield, Conn. 

Dr. James Burnley Wood, 1459 Rutledge 
Ave., Charlottesville, Va. 

Dr. Sumner Root Ziegra, 2 West Shore 
Drive, Massapequa, N. Y. 

SPECIAL FOREIGN CERTIFICATES: 

Dr. Luis M. Mabilangan, 840 South Wood 


St., Chieago, Il. 
Dr. Sayanapuram Nagaswami, Plot No. 398B, 
First Trust Main Rd., Mandavalli Pakam, 


Madras 28, India 


Dr. Horacio Padilla Muiioz, Av. Nifios Heroes 
No. 961, Apto. 1, Guadalajara, Jal., 
Mexico 


Handbooks on Fluoridation Available for 
Community Use.——To 
education on water fluoridation, the Commit- 
tee to Protect Our Children’s Teeth, citizens’ 
headed Dr. Spock, 
making available two handbooks. 


aid in community 


group by Benjamin is 


Our Children’s Teeth is a 104-page digest 


of expert opinions on various aspects of 
fluoridation, designed to serve as a handy 
basie reference source. Authors include Dr. 


Hilleboe, New York State Health 
Commissioner; Dr. H. Trendley Dean, Secre- 
tary, Dental Research, American 
Dental Dr. 
Dean, Graduate School of Public Health, Uni- 


Herman E. 
Council on 
Association ; Thomas Parran, 
Pittsburgh, and former Surgeon 
General, U. 8S. Publie Health Dr. 
Robert A. Kehoe, Director, Kettering Labora- 
Dr. of 
Oral Pathology, Harvard University, and Dr. 
Detlev W. Bronk, President, National Acad 


emy of Sciences. 


versity of 
Service; 


tory; Reidar F. Sognnaes, Professor 


The volume includes a statement by lead 


ing American authorities on human nutrition, 
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an explanation of the chemistry of fluorine 
by the nation’s foremost chemists, a chronol 
of the 
of experience in major cities, a statement on 
the legality of fluoridation and a roster of 
national organizations supporting the measure. 


ogy fluoridation movement, summary 


Gains and Setbacks is a digest of experi 
ences in more than thirty communities, de 
signed as a guide in the planning of a public 
education campaign. It ineludes articles by 
public health authorities and experts in mass 
as a U. S. Public 


communications as well 


Health Service report on the status of 
fluoridation throughout the country, a sum 
mary of court action on the measure and a 


comprehensive directory of source material. 
Both books may be ordered from the Com 

105 

Our 


mittee to Protect Our Children’s Teeth, 
East 22nd Street, New York 10, N. Y. 
Children’s Teeth is priced at $1.00; 
and Setbacks is priced at $1.50. 


Gains 


The 
Allergy, 


Association of 


Third International Congress of 
the 
Allergology and F 


sponsored by International 
rench 
Association, will be held in Paris, 
19-26, 1958. 


consist of symposia on asthma and emphy- 


Allergy 
France, Oct. The program will 
sema, immunology, recent clinical advances, 


biochemical aspects, autoimmune reactions, 


dermatology, and socioeconomics aspects; 
sectional papers, limited to 10 minutes, on 
any phase of allergy; and round table con 
ferences on selected subjects led by inter- 
national authorities. 

For all the 


gram and papers to be presented, please 


information regarding pro- 


write to: 


AND 








NOTES 

United States and Canada: Dr. Samuel 
M. Feinberg, 303 East Chicago Ave., 
Chicago, Il. 

Latin America: Dr. José M. Quintero 


Vedado, 
Europe and other countries, and for Con 
information and Dr. 
Bernard N. Halpern, 197 Boulevard St. Ger 


France. 


Fossas, Paseo 313, Havana, Cuba. 


gress registration: 
main, Paris 7, 


The Harvard Medical School 
a postgraduate course in general pediatrics, 


announces 


June 2-13, 1958, and in pediatric metabolism 
and endocrinology, June 10-13, 1958, at the 
for Children, Massa 
chusetts General Hospital, under the diree 
tion of Allan M. Butler, M.D., and Nathan 
B. Talbot, M.D. Enrollment may be for the 
entire course, or for the last four days. For 
Assistant 


Burnham Memorial 


further information, write to 
Dean, Courses for Graduates, Harvard Medi 


eal School, Boston 15, Mass. 


The Department of Pediatrics, Baylor 
University College of Medicine, Houston, 
Texas, and Division of Maternal and Child 


Health, State of Texas, March 10, 11 and 12, 
1958, will conduct a Pediatrie Symposium at 
the Hospital 
Texas Houston. 


Texas Children’s Auditorium, 
Medical Guest 
speakers to participate will be: Robert A. 
Aldrich, M.D., of Seattle, Louis K. Diamond, 
M.D., of Boston, Robert A. Good, M.D., of 
Minneapolis, Jack Meteoff, M.D., of Chicago, 
Robert E. L. Nesbitt, Jr., M.D., of Albany, 
N. Y., and Douglas N. Buchanan, M.D., of 
Chicago. 


Center, 





Books 


Rio Grande Medicine Man. M. K. Wylder, 


M.D., Santa Fe, N. Mex., 1958, Rydel 
Press, 186 pages. Price $3.75. 


This is an unusually interesting and, in 
many ways, a fascinating book. Dr. Wylder, 
of Albuquerque, respected and admired by 
his pediatric colleagues throughout the coun- 
try for his work for children in New Mexico, 


as written some of his reminiscences of an 
active practice of over fifty years. It is, 
however, much more than an interesting and 
at times amusing collection of incidents and 
Americana. It 


Parts of it are real 


reflects, moreover, the philosophy and work 


stories. 


of a physician who represents the finest type 
Without the 


of practitioner. author ever 
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calling attention to it, the reader senses the 
code of the physician’s duties and responsi 
bilities to his patients by which he has lived, 
his tolerance for and understanding of human 
weaknesses, and his sympathy for the un- 
fortunates. The book has been brought out 
locally by the author, but it deserves a much 
wider reading. Lay readers as well as physi 
cians will enjoy it. Some of our social 
vorkers may be a little shocked by his ae 
tivities in placing children for adoption, but 
knowing Dr. Wylder we doubt if any social 
agency has ever had a better record of satis 
factory placements, His reference to the 7 
month premature babies who, in seclusion, 
gain 4144 pounds in the first month of life, 
brought back some memories of similar 
phenomena in our own practice, which, like 
Dr. Wylder, we had wiped out of our minds. 
This is an example of “abnormal growth” 
not found in any textbook, nor inquired into 
by the Board. To many present-day prac 
titioners, who resent a house call only a few 
bloc ks away from home, Dr. Wylder’s deserip 
tion of some of his trips into the mountains 
in his early days of practice will be almost 
unbelievable Yet we are sure that he has 
had a much fuller, richer, and happier medi 
eal life than most of the men in practice are 


having today. 


David L. Sills, Chieago, 


The Volunteer. 


1958. The Free Press, 320 pages. Price 

S600, 

\ report of the Bureau of Applied Social 
Research of Columbia University. The au- 


thor in an attempt to find the motivations, 
attitudes, and reactions of the volunteer 
membership and workers in a _ national 
health ageneyv selected the National Polio 
mvelitis Foundation for study and analysis. 
In its concept and seope therefore, the study 
s limited to one segment of the thousands 
of volunteer workers in health organiza 
tions. This makes the title misleading, as 
it is not a general study of the ** volunteer,*’ 
but rather a study of the volunteer worker 
in the Polio Foundation. This takes away 
from its importance as a social study, as 
valid general conclusions applicable to “The 
Volunteer” cannot be drawn from a study 
Although 


rather verbose, the report is of interest to 


limited to a single organization. 


\ careful editing of the mate- 


physicians, 
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rial combined with considerable cutting 
would have made for better reading. There 
is inadequate discussion of some important 
matters that concern the volunteer, as for 
example of the emotional attitude of the ‘*‘ po 
lio volunteer’’ created by the type of pub 
licity developed by the ‘‘corporate organiza 
tion,’’ or central headquarters of the Founda- 
tion. This, beyond question, has had a tre 
mendous influence on the reactions of the 
volunteer worker at the chapter level and 
has been a subject of discussion among the 
volunteer workers of other health agencies 
with objectives involving diseases of greater 
medical importance than poliomyelitis. 
While it may give a fairly accurate picture 
of the volunteer worker in the Foundation, 
his motives and attitudes, its findings must 
be interpreted with caution and reservation 
if the attempt is made to look upon them 
as reflecting the volunteer worker in all 
agencies as the title implies. In the inter- 
views with ‘* polio volunteers,’’ which are 
given in considerable detail and selected by 
the author, organization comparison favor 
able to the Foundation is very much empha- 
sized. This left the reviewer with the feel 
ing that the author was not entirely objec 
tive in the study, presentation of the re- 
port, and conelusions, as similiar critical 
comparisons, but unfavorable to the Foun- 
dation, undoubtedly would have been made 
if the volunteer workers in some other 
health organization had been interviewed. 
Complete objectiv ity is an essential attitude 
in a study or report if it is to be of any 
value or importance beyond propaganda. 
As the report will in all probability be re- 
ferred to frequently in the coming months, 
these limitations as to the scope and value 


should be kept in mind. 


The Incurable Wound and Further Narra- 
tives of Medical Detection. Berton 
Roueché, Boston, 1957, Little, Brown & 


Co., 177 pages. Price $3.50, 


To those who are unacquainted with his 
previous book, Eleven Blue Men, let it be 
said that Mr. Roueché is perhaps the best 
writer of our times when it comes to pre- 
senting medical topics to a lay audience in 
an interesting and accurate way. The sub- 
title ‘‘narratives of medical detection’’ de- 
scribes his method or form of presentation. 
The present volume is a collection of a half 
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dozen stories that have appeared in the New 
Yorker. The of ‘‘The 
Wound,’’ relates the discovery of the trans- 

bats in the United 
Delicate Thing in the 


story Incurable 
mission of rabies by 
States. ‘*The Most 
World’? is a splendid description of the work 
of the Poison Control Centers established in 
many cities in the last four years, and fine 
for the crusade against accidental 
The 


story of the side effects of cortisone in pro 


publicity 
poisoning started by the pediatricians. 


ducing manic-depressive symptoms in a man 
given the drug for the treatment of periarte 
ritis nodosa, is one of the most vivid pieces 
of descriptive medical writing we _ reeall. 
While written by a layman, it belongs in the 
group often referred to as ‘*compulsory read 
ing” for the medical student and practitioner. 
The medical profession is fortunate in having 
a writer with the ability to present intricate 
medical subjects to the public, not only ac- 
that 


highly 


eurately and ethically, but in a form 


makes fascinating reading. It is 


recommended for the physician as well as 
for lay reading. 


B.S. V. 


Ashton L. 


Charles C 


The Dermatologists’ Handbook. 
Welsh, Springfield, Il., 1957, 
Thomas, 426 pages. 

This is a comprehensive, clear, up-to-date 

manuscript of great value not only to the 

dermatologist, but also to those physicians 
engaged in related specialties, particularly 
the pediatrician, the internist and the gen 
eral practitioner. The first portion of the 
book eontains detailed descriptions of the 
many drugs employed in topical applications 
to the skin 


stresses the 


and mucous membranes. It 


indications for and usages of 


lotions, ointments, creams, powders, wet 


compresses and other modalities employed 
for relief and aid to the inflamed or diseased 
skin surface. The descriptions of the sources 
of various medicaments, their incompati- 
bilities and their sensitizing properties are 
rightfully stressed. 

The second portion of the book is of equal 
importance because it deals with the sys 
temic and prophylactic therapy of derma 
tologic disorders. It describes the close 
relationship of the skin to other organs in 


that disturbances of certain systems may be 


manifested by skin lesions and conversely 


that dermatoses of long duration and epi 
dermal infections may produce systemic 
effects. An important lesson stressed by 


that the dermatologist must 
knowledge of s¥ 


their 


the author is 


have thorough stemice 


physiology and disease and of rela 
tionship to the skin. 

An extensive review is given of the 
numerous drugs used orally or parenterally 
for systemic effect and a chapter is devoted 
to the description of adverse reactions pro 
duced by certain drugs. 

C. W. L. 


Radiology of the Alimentary Tract in In- 
fancy. Astley, M.B., M.R.C.S., 
D.M.R., 1956, Edward Arnold 


(Publisher) Ltd., 287 pages. Price $10.00. 


Roy 


London, 


This publication is a noteworthy contri 


bution in the rapidly advancing field of 


pediatric radiology. It should serve the 
pediatrician, pediatric surgeon, and radiol 
ogist equally well, being as it is a compen 
dium of information relating not only to the 
but also to the adja 


gastrointestinal tract 


cent structures and viscera. Descriptions of 
the normal are purposely omitted, the net 
lending itself to either quick refet 


The sub 


result 


ence or more leisurely perusal. 


ject material, of course, ranges from lesions 
of the pharynx and esophagus distally seg 


ment by segment to the anus, and “while 


the main concern is the baby during the 


first year of life, there is not infrequent ex 
cursion into the second vear or even later 
some practical point” 


when it illustrates 


(e.g., duplications, pneumatosis intestinalis). 
The author has interested himself specifi 
and 


eally in the esophagogastric junction 


diaphragm, one of the more controversial 
of subjects among pediatricians, surgeons, 
and radiologists, taking issue for instance 
with Neuhauser and Berenberg on the sub 
ject of chalasia. His views on such entities 
as rumination, pylorospasm, congenital eso 
phageal varices, chylous ascites, and partial 
mention a few—are 


thoracic stomach—to 


always informative and challenging al 


though not uniformly 
this volume should be available to all physi 


acceptable. In brief, 


cians attempting the management of dis 
eases of infancy. 


H. A. H. 








Editor’s Column 


THE JOURNAL OF 


A corporate organization of the Edi- 
torial Board, The Journal of Pediatrics 
Educational 
chartered under the Missouri nonprofit 


Foundation, has been 


organization law. Its purpose is to 
simplify and facilitate the handling of 
the Journal of Pediatrics Fund estab- 
lished by the publishers of the Jour- 
NAL, as announced in the issue of last 
“for the 


furthering of pediatrics” is the respon- 


December, and whose use 
sibility of the Editorial Board. 
The the 


Foundation have been broadly stated 


educational purposes of 
and permit the use of its funds for 
Lectureships, Fellowships, medical re- 
search, ete., in the field of pediatries, 
as may be decided upon by the Edi- 
torial Board. 

The By-laws of the Foundation pro- 
vide for three Directors. Two of these 
the Board and one 

Their 
to manage the Foundation funds, keep 
make 


are appointed by 


by the publishers. funetion is 


records and aecounts, and eX- 


penditures as instructed by three 


Trustees. The Trustees are appointed 


by and must be members of the Edi- 


THE T & 


[‘ the question were asked as to the 
value of the T & A operation, most 
that they 
had seen it help some children greatly, 


pediatricians would reply 


but that its widespread and indiserimi- 
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EDUCATIONAL FOUNDATION 


Board. Their funetion is to 
the the Fund as 


decided upon by the Board as a whole. 


torial 

carry out use of 
The following appointments to the 

Foundation have been made: 

By the Editorial Board, 
Hartmann, Borden S. 


Directors: 
Alexis F., 
Veeder. 

Directors: By the Publishers, Joel 
A. Rogers. 

Trustees: By the Editorial Board, 
Harry Bakwin, Stewart H. Clif- 
ford, and Waldo E. Nelson. 

The business address of the Founda- 

3207 Blvd., St. 

Louis 3, Mo. 


tion is Washington 


Professor Niilo Hallman, chief-of- 
at the Children’s Hospital, 
Ilelsinki, Finland, has aecepted the in- 
vitation of the Foundation to visit the 
United States for a month in the early 
He will be the Visit- 
ing Lecturer for a week at elinies in 
The Trustees are 


service 


Fall of this vear. 


four different cities. 
working on the selection of additional 
clinies to which pediatricians from 
Canada and the United States will be 


invited as Leeturers. 


A ENIGMA 


nate use was regrettable. They would 
say, further, that it was only indicated 
in children who were carefully selected 
and who had been under observation 


for some time. The older men would 
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probably add they were glad the days 
were over when the operation was al- 
most a routine procedure and parents 
were led to believe that every child 
must have the tonsils out. 

It is just here, as Bakwin points out 
in this (page 339), that they 
would be wrong. Herein the 
His figures show that, de- 


issue 
lies 
‘*enigma.’’ 
spite the many studies pointing out 
the uselessness of indiscriminate tonsil- 
lectomy and the dangers associated 
with the operation, it is still an ex- 
tensively and unnecessarily used pro- 
cedure. 


Where does the fault lie that leads 
to such ‘‘bad practice’’ continuing is 
the important question. 
that the pediatrie staffs in our medi- 
eal schools are so interested in and oe- 


Is it perhaps 


eupied with the rare and esoteric that 
they are not interested in and are 
bored by the plebeian ailments of 
children, and thus the sound teaching 
that the practioner neg- 
lected? It is rather shocking to find 
that the studies reporting on the use- 
lessness of and the dangers associated 
with the T & A operation have had so 
little effect. 


needs is 


HYPOGLYCEMIC CONVULSIONS AND THE ALLERGIST 


ORBES' has pointed out that ga- 

lactosemia, a metabolic disease re- 
sulting from a congenital inability to 
metabolize galactose, may in early in- 
faney be confused with allergy to 
cow's milk and must at times be con- 
sidered in the differential diagnosis of 
such allergy. The first communication 
concerning this in medical literature 
other than the original observation of 
Forbes appeared recently by Wilhelm.* 

The purpose of this communication 
is to direct the attention of those in- 
terested in allergy to another meta- 
bolie disease, even less common than 
galactosemia, which should be borne in 
mind if convulsions due to allergy to 
cow’s milk are suspected in early in- 
faney. Cochrane and associates* de- 
seribed for the first time convulsions 
in infants secondary to hypoglycemia 
sometimes of familial origin precipi- 
tated by the feeding of an amino acid 
amount. The 
circumstances of these cases were such 
that a pediatrician familiar with the 
fact that convulsions might, on some 
occasions, result from allergy to foods 


in exeess of a eritical 


would probably have suspected that as 
the This true 
since ACTH and cortisone are said to 
effect in 


cause. is especially 


exert a favorable some of 
these infants. 
Cochrane and 
three infants, two of them sisters, hos- 
pitalized .. the 4 months 


and 4 months, respectively, because of 


associates deseribed 


ages of 2! 
convulsions which occurred after cow’s 
milk feedings had been substituted for 
breast milk. 
suspected in the second of these in- 
fants because a soybean milk was tried, 
but the persisted. <A 
biopsy of the pancreas in the first case 
showed only some edema. A _ third 
child was hospitalized at 5 months be- 


Allergy must have been 


convulsions 


cause of convulsions which took place 
under the same circumstances. Biopsy 
of a resected portion of the pancreas 
showed about four times as many islets 
as normal. Glucose tolerance tests in 
all three cases were normal. In the 
first two, the father had a _ history 
which was compatible with that of 
hypoglycemic convulsions, and in the 
third a maternal uncle had ‘‘fits’’ of 
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undetermined origin. Two unrelated 
infants with this condition, one famil- 
ial and one not, are now under study 
at Genesee Hospital.‘ 

While these infants would fall into 
the general group of spontaneously oe- 
deseribed by 
particular in- 


curring hypoglycemia 
MeQuarrie,® in 
fants it was discovered that the amino 


these 


acid, leucine, produced marked hypo- 
glycemia resulting in convulsions. 
Breast milk contains 161 mg. per cent 
of leucine, cow’s milk contains 356 mg. 
per cent, and one of the popular soy- 
bean milks used in this country con- 
For purposes 


test 


tains 220 mg. per cent.® 
of diagnosis, a casein meal or a 
leucine test meal may be used although 
the latter is much more palatable and 
Coch- 


rane’s studies, casein was used in the 


probably more accurate. In 
proportion of 1.5 Gm. per kilogram of 
body weight and leucine 0.15 Gm. per 
(equal to the 
the 
[ would 


kilogram body weight 


amount of leucine contained in 


standard test dose of casein). 


like to suggest that should the infant 
begin to show evidence of convulsing 
on such a test meal, this tendency 
could be quickly corrected by the in- 
tramuseular injection of 10 per cent 
dextrose,’ although oral administra- 
tion should be adequate if it is started 
early enough and the infant is able to 
swallow. 


J. G. 
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